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CREATE  A MEDICAL 
BREAKTHROUGH. 

Become  an  Air  Force  physician  and  find 
the  career  breakthrough  you’ve  been 
looking  for. 

• No  office  overhead 

• Dedicated,  professional  staff 

• Quality  lifestyle  and  benefits 

• 30  days  vacation  with  pay  per  year 

Today’s  Air  Force  provides  medical 
breakthroughs.  Find  out  how  to  qualify 
as  a physician  or  physician  specialist. 
Call 

USAF  HEALTH  PROFESSIONS 
TOLL  FREE 
1-800-423-USAF 


A Service  of  High  Point  Regional  Hospital 
601  N.  Elm  Street  High  Point,  NC  27261 


Parkside  High  Point 
Behavioral  Services 


There  is  just  so  much  pressure  a person  can  handle.  The  stresses  and 
strains  of  balancing  a busy  career  and  personal  life  can  take  their  toll 
on  even  the  most  stable  personality. 

At  Parkside  High  Point  Behavioral  Services,  you'll  find  that  our  Impaired 
Professionals  Program  is  designed  to  meet  the  specific  needs  of  physicians  and 
other  health  care  professionals  who  require  special  confidentiality  and  peer 
support.  Our  program,  staffed  by  professionals  who  understand  the  special 
treatment  needs  of  alcohol  or  drug  dependency  problems,  is  designed  to  pro- 
vide impaired  professionals  with  guidance  and  support  every  step  of  the  way. 

If  you  or  someone  you  care  about  is  suffering  from  an  alcohol  or  drug 
dependency  problem,  it’s  important  to  seek  help.  The  kind  of  help  provided 
by  Parkside  High  Point  Behavioral  Services. 

For  more  information  on  our  Impaired  Professionals  Program  and  a 
FREE  VIDEO,  call  (800)  525-9375,  ext.  2095. 

We  can  help  relieve  the  pressure  of  an  alcohol  or  drug  dependency  problem 
before  it's  too  late. 


Today’s  pressure  is  greater 
than  ever  before. 


President's  Rage 


REPORT  ON  THE  STUDY  OF  THE  FEDERATION 

My  editorial  last  month  told  you  about  the  “Study  of  the  Federation,"  a proposal  for  changes  in 
the  composition  of  the  American  Medical  Association  (AMA),  to  reflect  more  accurately  the 
needs  of  our  current  and  future  membership.  The  House  of  Delegates  of  the  AMA  met  last  month 
in  Washington,  D.  C.,  where  there  was  extensive  discussion  of  the  proposed  changes.  Our 
president-elect,  Carol  S.  Nichols,  M.  D.,  was  a member  of  the  original  study  group;  and  Dan 
Brake.  M.  D.,  was  a member  of  the  reference  committee  which  heard  the  discussions.  This 
committee  recommended  changes  of  the  parts  of  the  study  which  committee  members  felt  were 
ready  to  be  considered  by  the  House,  and  I feel  they  did  an  excellent  job.  The  objectives  for  this 
AMA  meeting  were  to  approve  those  parts  of  the  study  on  which  there  was  general  agreement 
and  to  refer  those  parts  which  need  further  work  either  to  the  board  or  back  to  the  study 
committee.  There  was  a general  agreement  on  the  principles  expressed  in  the  original  study  and 
the  House  of  Delegates  adopted  most  of  these  with  only  minor  changes.  They  agreed  that  the 
primary  objectives  of  the  new  Federation  should  be  both  increases  in  the  value  of  membership 
and  unity  of  voice  and  action  of  all  Federation  components.  Each  medical  association  will  retain 
its  individual  identity  and  activities,  but  the  Federation  should  function  more  like  a total  entity 
concerning  issues  on  which  all  parts  can  agree. 

The  AMA  House  of  Delegates,  under  the  adopted  changes,  will  be  composed  of  individuals 
representing  organizations  which  reflect  the  major  dimensions  of  a physician’s  life,  such  as  age, 
type  of  practice,  specialty,  etc.  In  the  discussions,  it  was  obvious  that  state  delegations  were  not 
ready  to  give  up  members  at  this  time;  therefore,  state  societies  will  still  be  represented  by  one 
delegate  for  every  1,000  AMA  members  as  in  the  past.  The  method  of  determining  specialty 
representation  was  not  addressed  this  year  and  will  be  studied  by  the  board  and  reported  on  at 
next  year's  meeting.  This  is  also  true  of  the  mechanism  of  adding  mode  of  practice  groups  and 
demographic,  cultural,  and  ethnic  groups.  The  maximum  size  of  the  Board  of  Trustees  will  be 
studied  by  a special  committee  of  the  House. 

The  current  Project  Team  of  the  “Study  of  the  Federation”  will  provide  many  more 
recommendations  by  the  June,  1996  meeting,  including  how  the  details  of  what  has  already  been 
accepted  will  be  implemented  and  what  will  be  the  transitional  steps  to  accomplish  this.  There 
was  obviously  a great  deal  of  enthusiasm  for  this  new  plan,  but  there  was  also  concern  about  the 
details  of  just  how  it  will  be  implemented.  To  answer  these  concerns,  the  AMA  plans  to  phase  it 
in  over  a period  of  several  years  to  get  a consensus  of  all  the  involved  parties.  We  hope  these 
efforts  will  eventually  give  us  a much  better  and  stronger  organization.  Future  issues  of  the  AM 
News  should  contain  details  of  the  ongoing  changes. 
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MEDICARE  UPDATE 


January  1996 


The  January,  1996  Medicare  Advisory  contains  impor- 
tant information  about  the  various  changes  in  the 
Medicare  program  for  the  new  year.  This  month’s 
Medicare  Advisory  covers  issues  such  as  1996  Medicare 
deductibles,  coinsurance,  and  premiums;  injectable  drug 
fee  schedule  update;  1996  HCPCS  update;  fee  schedule 
update  for  clinical  lab  panel  codes;  home  health  fraud; 
new  Medigap  claims  filing  instructions;  prolonged  E&M 
services;  and  much  more. 

Correct  Coding  Initiative:  The  new  Correct  Coding  Ini- 
tiative goes  into  effect  on  January  1,  1996.  The  Correct 
Coding  Initiative  is  similar  to  the  previous  Uniform 
Reporting  of  Physician  Services  (or  “Rebundling”)  in  that 
codes  are  listed  in  two  columns.  There  are  modifiers  that 
you  should  use  when  certain  column  I or  column  II  codes 
are  provided  appropriately  (such  as  the  service  was  ren- 
dered on  different  anatomic  sites).  Refer  to  the  Medicare 
Advisory > for  some  modifiers  that  will  help  ensure  services 
are  reported  correctly. 

Modifier  GB:  In  conjunction  with  the  new  correct  cod- 
ing initiative,  HCFA  has  established  a new  temporary 
national  level  II  modifier  which  goes  into  effect  on  Jan- 
uary 1,  1996.  You  would  use  modifier  GB  in  those 
instances  where  it  is  necessary  to  indicate  that  a proce- 
dure or  service  was  distinct  or  separate  from  other  ser- 
vices performed  on  the  same  day,  such  as:  a different  ses- 
sion or  patient  encounter,  a different  procedure  or  suigery; 
or  a different  site,  separate  lesion,  or  separate  injury  (or 
area  of  injury). 

Diagnosis  Codes  and  Non-Routine  Services:  You 
should  report  the  most  specific  ICD-9-CM  code  avail- 
able that  identifies  the  diagnosis,  condition,  problem,  or 
other  reason  for  the  visit  and  which  supports  the  need  for 
the  service  rendered.  In  Item  24e  of  the  HCFA- 1500  claim 
form,  you  should  match  an  ICD-9  code  to  each  line  of 
service  by  noting  either  the  code  itself  or  entering  the  cor- 
responding number  ( 1 , 2, 3,  or  4)  from  Item  2 1 . Medicare 


calls  these  pointers.  If  you  point  to  more  than  one  diag- 
nosis code  in  Item  24e,  Medicare  will  refer  to  the  first 
diagnosis  number  listed,  even  if  there  is  a more  appro- 
priate diagnosis  code  that  justifies  the  service  rendered 
noted  in  Item  21  or  24e. 

“Supplementary  Classification  of  Factors  Influencing 
Health  Status  and  Contact  with  Health  Services”  (V01 .0- 
V82.9)  deals  with  occasions  when  circumstances  other 
than  a disease  or  injury  should  be  reported  as  the  diag- 
nosis or  problem.  Examples  of  services  where  a “V”  code 
would  justify  the  service  include  mammograms,  PAP 
smears,  and  other  pathological  and  clinical  laboratory  ser- 
vices. Medicare  may  deny  services  (other  than  those  ser- 
vices noted  above)  that  are  “justified”  by  a “V”  diagno- 
sis code  if  the  diagnosis  code  does  not  support  medical 
necessity. 

Physician ’s  Guide  to  Medicare  and  Home  Healthcare: 
An  article  detailing  Medicare  and  home  healthcare  is  pub- 
lished in  the  January,  1996  Medicare  Advisory  as  a result 
of  concerns  expressed  by  several  physicians  around  the 
state.  If  a patient  needs  skilled  care  in  the  home  for  the 
treatment  of  an  illness  or  injury,  Medicare  can  help.  The 
article  contains  an  overview  of: 

• Patient  eligibility  requirements 

• Covered  services 

• Responsibilities  of  physicians  to  referred  patients 

• Instructions  for  referring  a patient  to  home  health  agencies 

• Physician  payment  for  overseeing  the  care  of  home 
health  patients 

• Physician  responsibilities  in  helping  to  avoid  fraud  and 
abuse  of  the  Medicare  home  health  benefit 

Medical  Policies:  The  January,  1996  Medicare  Advisory 
contains  the  following  medical  policies:  Chiropractic  ser- 
vices, cranial  CT  scans,  glycated  hemoglobin,  inter- 
ventional cardiology,  psychological  and  neuropsycho- 
logical testing,  and  Unna’s  paste  boot.  □ 


MEDICAID  UPDATE 


I CD-9  Diagnosis  Codes:  Beginning  with  dates  of  ser- 
vice on  or  after  January  1 , 1996,  the  Department  of  Health 
and  Human  Services  (DHHS)  will  require  the  new  1995 
ICD-9  diagnosis  codes.  Edit  code  760  or  761  (diagno- 
sis code  not  covered  on  the  date  of  service)  will  be 
assigned  to  any  claims  for  dates  of  service  on  or  after  Jan- 
uary 1 , 1996,  that  do  not  have  a correct  1995  diagnosis. 

NOTE:  The  1995  edition  of  the  ICD-9  was  effective 
October  1 , 1995.  The  1995  edition  contains  the  diagno- 
sis codes  effective  through  September  30,  1996,  when 
the  next  edition  of  the  ICD-9  will  be  published. 

1995  CPT  Codes:  Effective  with  dates  of  service  on  or 
after  January  1, 1996,  the  DHHS  will  accept  the  new  1996 
CPT  codes.  Either  the  old  1995  or  the  new  1996  CPT  pro- 
cedure codes  may  be  billed  during  the  grace  period  from 
January  1, 1996  through  March  31, 1996.  Effective  with 
dates  of  service  on  or  after  April  1 , 1 996,  only  the  1 996 
CPT  procedure  codes  will  be  accepted. 

Minor  Sureical  Procedures:  As  of  January  1,  1996, 
regardless  of  the  date  of  service,  prior  approval  is  no 
longer  required  for  minor  surgical  procedures  performed 
on  an  inpatient  basis.  If  your  office  receives  any  edit  cor- 
rection forms  for  edit  710  (service/procedure  requires 
prior  authorization),  please  have  your  office  staff  return 
them  to  your  program  manager. 

Coronary  Artery  Bypass/ Cataract  Lens  Removal  Note: 
As  of  January  1,  1996,  cataract  lens  removal  and  coro- 
nary artery  bypass  (CABG)  will  no  longer  require  prior 
approval  from  Carolina  Medical  Review  (CMR).  If  either 
of  these  surgeries  were  performed  prior  to  January  1, 
1996,  the  surgery  will  still  need  prior  approval  in  order 


to  receive  payment.  There  is  no  change  in  the  hysterec- 
tomy requirements;  they  will  still  require  prior  approval 
and  must  meet  DHHS  suigical  justification  requirements. 
Also,  certain  procedures  such  as  breast  reduction, 
cochlear  device  implant  and  penile  implant  still  require 
written  prior  authorization  from  the  DHHS. 

Important  Sterilization  Billine  Note:  With  the  auto- 
mated surgery  payments  that  were  implemented  on 
November  28, 1995,  the  DHHS  has  realized  a potential 
billing  problem.  When  billing  for  a postpartum  tubal  lig- 
ation and  vaginal  delivery  on  the  same  date  of  service, 
you  must  use  the  -78  (return  to  the  operating  room  for 
a related  procedure  during  the  postoperative  period)  or 
-79  (unrelated  procedure  or  service  by  the  same  physi- 
cian during  the  postoperative  period)  modifier  on  the  sec- 
ond procedure  billed.  The  use  of  -78  or  -79  modifier  will 
ensure  100  percent  Medicaid  reimbursement  on  both  pro- 
cedures performed  at  different  operative  sessions. 

NOTE:  The  -78  or  -79  modifier  is  not  to  be  used  when 
billing  a C-Section  and  tubal  performed  on  the  same  date 
of  service. 

Billine  Workshop:  The  Department  of  Physician  Ser- 
vices will  offer  a basic  billing  workshop  on  February  1 , 
1996,  at  12:30  pm.  The  workshops  are  designed  for  new 
billing  staff  and  new  providers  in  the  SC  Medicaid  Pro- 
gram. The  next  workshop  will  be  held  in  Columbia  at  the 
Jefferson  Square  Plaza  at  1801  Main  Street  in  the  sec- 
ond floor  training  room.  Due  to  limited  training  space, 
reservations  are  required.  Please  contact  your  program 
manager  at  (803)  253-6134  to  reserve  a space.  The  basic 
billing  workshops  are  offered  free  on  a quarterly  basis. 

□ 


PHYSICIANS  CARE  NETWORK  UPDATE 

The  Physicians  Care  Network  (PCN)  is  pleased  to  announce  the  addition  of  two  new  employers  which  have  cho- 
sen PCN  to  manage  the  care  of  their  employees  as  of  January  1,  1996: 

Coburg  Dairy  (statewide  except  Charleston) 

Home  Health  Management,  Inc.  (primarily  based  in  Rock  Hill  and  Florence) 

Richland  Memorial  Hospital  joined  other  hospitals  in  the  PCN  effective  December  1, 1995. 

If  you  have  questions  regarding  PCN,  contact  Barbara  Whittaker,  extension  226  atSCMA  Headquarters  in  Colum- 
bia, 798-6207,  or  1-800-327-1021  statewide. 
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MANAGED  CARE  UPDATE 


The  South  Carolina  Department  of  Insurance  has  approved  the  following  HMOs: 

> Partners  National  Health  Plans  received  its  license  in  SC  in  June,  and  is  in  the  process  of  renegotiating  its 
network  for  the  Greenville/Spartanburg  area  where  it  expects  to  develop  its  HMO. 

>-  Principal  Health  Care  of  the  Carolinas,  Inc.  received  its  license  in  SC  in  September,  but  is  not  yet 
operational,  pending  approval  of  its  products.  It  expects  to  have  York  County  operational  this  month  with 
expansion  to  the  Greenville/Spartanburg  counties  at  a later  time  this  year. 

> US  Healthcare  of  the  Carolinas  received  its  license  in  SC  in  November  as  well  as  a license  in  NC  in 
September.  It  expects  enrollment  in  SC  this  month,  assuming  final  product  approval  by  the  SC 
Department  of  Insurance.  US  Healthcare  has  signed  provider  contracts  with  Baptist  and  Providence 
Hospitals  in  Columbia,  and  is  negotiating  contracts  with  hospitals  in  Charleston.  Its  service  area  will 
include  Columbia  to  Charlotte  as  well  as  five  counties  surrounding  Charleston. 

The  following  are  pending  applications  for  HMO  licensure: 

>-  John  Deere  Health  Care  filed  for  an  HMO  license  as  Heritage  National  Healthplan,  Inc.  in  SC.  It  will  file 
in  Georgia  this  month  in  order  to  serve  Augusta  and  the  surrounding  counties  and  expects  the  HMO  to  be 
operational  the  second  half  of  this  year.  John  Deere  is  licensed  for  PPO  and  self-insured  business  in  both 
states  and  plans  to  begin  those  operations  this  month  as  well.  The  initial  service  area  will  include  two 
counties  in  Georgia  and  three  counties  in  SC. 

> American  Medical  Plans  (AMP)  of  SC,  Inc.  filed  for  an  HMO  license  in  SC  in  hopes  of  participating  in 
Medicaid,  but  also  plans  to  develop  a commercial  product  to  comply  with  Medicaid  HMO  guidelines. 
Although  the  company  has  not  yet  targeted  its  initial  service  area,  it  expects  to  locate  in  Columbia  and 
target  upstate  counties.  AMP  will  use  an  IPA  model  with  a broad  network  and  already  has  letters  of  intent 
from  several  PHOs  and  hospitals  in  the  northern  and  central  parts  of  the  state.  It  will  target  primary  care 
and  specialists  physicians  via  PHOs,  but  will  contract  directly  with  physicians  also. 

Other  applications  pending  in  SC  include  Doctors  Health  Plan,  Inc.;  FHC  Managed  Health  Services  of  SC,  Inc.; 

Kaiser  Foundation  Health  Plan  of  NC;  Maxicare  North  Carolina,  Inc.;  Optimum  Choice  of  the  Carolinas,  Inc.; 

and  Select  Health  of  SC,  Inc. 


(Excerpts  reprinted  with  permission  from  Carolina  Managed  Care) 


AIDS  TRAINING  NETWORK  UPDATE 


Watch  for  a questionnaire  from  the  SCMA  and  the  SC  AIDS  Training  Network.  The  results  of  this  survey  will 
help  in  the  design  of  continuing  medical  education  in  the  area  of  perinatal  reduction  of  HIV.  We  strongly  urge 
your  cooperation  in  completing  and  returning  your  survey.  □ 


3 


BLADDER  FOREIGN  BODIES 


Case  1.  Figure  1. 


Case  2.  Figure  3. 

DISCUSSION 

Lower  urinary  tract  foreign  bodies  are  infre- 
quently encountered  and  often  can  produce 
problems  with  endoscopic  removal.  Previous 
articles  have  categorized  the  reason  for  self- 
inflicted  insertion  as  autoerotic,  psychiatric, 
therapeutic,  accidental,  or  unexplained  with 
the  most  common  reason  being  therapeutic.1 
The  herein  reported  cases  of  autoerotic  and 
apparently  accidental  insertion  of  foreign 


Case  1.  Figure  2. 


Case  2.  Figure  4. 


bodies  demonstrate  that  with  persistence  and 
proper  instrumentation,  difficult  foreign  bod- 
ies can  usually  be  removed  endoscopically 
and  open  operative  procedures  avoided.  □ 

REFERENCE 
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Pseudotumor  cerebri  is  a disorder  character- 
ized by  intracranial  hypertension  without 
associated  tumor  or  hydrocephalus.  Patients 
are  found  to  have  papilledema,  headache, 
normal  neuro-imaging  studies,  and  increased 
intracranial  pressure  on  lumbar  puncture. 
Neurologic  exam  is  normal  except  for  associ- 
ated visual  abnormalities  and  very  rarely  an 
abducens  nerve  paresis.  Idiopathic  intracra- 
nial hypertension  and  benign  intracranial 
hypertension  have  also  been  used  to  describe 
this  syndrome.1  The  syndrome,  however,  is 
far  from  “benign.”  The  potential  for  visual 
loss  and  progressive  symptoms  in  some  cases 
make  diagnosis  and  treatment  of  pseudotu- 
mor cerebri  important.  The  diagnosis  is  one 
of  exclusion  as  illustrated  in  “DANDY'S 
MODIFIED  DIAGNOSTIC  CRITERIA 
(Table  1 ).L2  The  incidence  in  the  general  pop- 
ulation is  estimated  at  one  per  100.000  and 
increases  to  10  per  100,000  in  obese  women 
of  childbearing  age.1-3 

Numerous  conditions  and  factors  are  associ- 
ated with  pseudotumor  cerebri,  including, 
intracranial  venous  drainage  abnormalities, 
hyper  or  hypo-vitaminosis  A,  anemia,  and 
some  medications  (ie..  Tetracycline,  Sul- 
famethoxazole). Perhaps  more  prominent  are 
the  associations  with  endocrine  dysfunction. 
Pseudotumor  cerebri  is  associated  with  preg- 
nancy, steroid  therapy  withdrawal,  Addison's 
disease,  hypothyroidism,  hypoparathyroidism, 
and  Cushing’s  disease.4-5  Obviously,  treatment 
of  pseudotumor  cerebri  in  these  cases  consists 
of  correction  of  the  abnormality  or  withdrawal 
of  the  medication  if  possible. 


*From  the  Department  of  Neurological  Surgery,  Medi- 
cal University  of  South  Carolina,  Charleston.  SC  29425. 

**Address  correspondence  to  Dr.  Mace  at  the  Depart- 
ment of  Neurological  Surgery,  MUSC,  171  Ashley 
Avenue,  Charleston,  SC  29425. 


The  presenting  symptoms  include  head- 
aches, transient  or  progressive  visual  defects, 
blurring  vision  and  diplopia.  Papilledema, 
with  or  without  abducens  nerve  paresis,  is 
present  on  physical  exam.  Brain  CT  or  MRI 
are  essentially  normal.  However,  small  ven- 
tricles, empty  sella,  and/or  dilated  optic  nerve 
sheaths  are  often  seen  in  pseudotumor  cere- 
bri.2 MRI  with  and  without  contrast  is  pre- 
ferred as  a part  of  our  diagnostic  evaluation  to 
rule  out  any  intracranial  structural  lesions. 
Lumbar  puncture  demonstrates  an  elevated 
opening  pressure  (250  mm  water  or  more) 
and  normal  CSF  studies,  including  low  or 
normal  protein.  Systemic  causes  must  be  con- 
sidered and  routine  blood  work  is  helpful. 

The  pathophysiology  of  pseudotumor  cere- 
bri is  not  completely  understood.  Considera- 
tion must  be  given  to  the  factors  involved  in 
intracranial  pressure  and  CSF  dynamics. 
Intracranial  pressure  is  affected  by  pressure  in 
the  venous  sinuses,  resistance  to  CSF  flow  in 
the  arachnoid  villi,  the  rate  of  CSF  formation, 
the  intracranial  volume  of  CSF,  blood  and 
brain,  the  elasticity  of  brain  tissue  and  its  ves- 
sels and  the  capacity  of  the  subarachnoid 
space  to  expand  in  the  cranium  and  spine.4-5 
These  different  factors  have  been  implicated 
in  pseudotumor  cerebri.  The  two  most  promi- 
nent findings  in  laboratory  studies  have  been 
a defect  in  CSF  absorption  and  an  increase  in 
cerebral  interstitial  fluid.1-5  Reports  of  familial 
patterns  of  pseudotumor  cerebri  points 
toward  a genetic  defect,  however,  obesity  also 
appears  to  be  a common  factor  in  those  cases. 
Especially  implicated  is  recent  gain  in  weight 
prior  to  onset  of  symptoms. 

Visual  loss  is  the  only  serious  complication 
of  pseudotumor  cerebri.  It  occurs  in  up  to  50 
percent  of  these  patients.3  The  severity  and 
rate  of  progression  of  visual  loss  are  variable. 
Symptoms  such  as  headache  do  not  correlate 
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TABLE  1 

MODIFIED  DANDY’S  CRITERIA  FOR  THE  DIAGNOSIS  OF  IDIOPATHIC 
INTRACRANIAL  HYPERTENSION 

Signs  and  symptoms  of  increased  intracranial  pressure 

No  localizing  neurologic  signs,  in  an  awake  and  alert  patient,  other  than  abducens  nerve  paresis 
Normal  neuroimaging  studies  except  for  small  ventricles  or  empty  sella 

Documented  increased  intracranial  pressure  (250  mm  of  water  or  more)  hut  a normal  composi- 
tion of  the  cerebrospinal  fluid 

Primary  structural  or  systemic  causes  of  elevated  intracranial  venous  sinus  pressure  excluded 
(for  example,  sinovenous  thrombosis,  hyperviscosity  syndromes,  and  right  heart  failure) 


well  with  visual  loss,  underscoring  the  impor- 
tance of  close  ophthalmologic  follow-up.367 
One  study  found  hypertension  as  a risk  factor 
for  poor  visual  outcome.1  Patients  with  dia- 
betes mellitus  also  seem  to  have  poor  visual 
outcome.  The  visual  field  defects  generally 
found  in  pseudotumor  cerebri  are  enlarge- 
ment of  the  blind  spot,  cecocentral  scotomas, 
concentric  constrictions  and  arcuate 
defects.16-7  In  addition,  visual  acuity  may  be 
affected.  A grading  criteria  has  been  devel- 
oped based  on  visual  acuity  and  fields  to 
assess  visual  impairment  in  pseudotumor 
cerebri.  The  grades  are  normal,  mild,  moder- 
ate or  severe. 

The  treatment  team  of  pseudotumor  cerebri 
patients  may  include  a neurologist,  ophthal- 
mologist and  neurosurgeon.  First  line  treat- 
ment of  those  patients  is  correction  of  predis- 
posing factors.  Weight  loss  combined  with 
correction  of  underlying  medical  problems 
may  be  effective.  Other  effective  measures 
include  acetazolamide,  corticosteroids  and 
serial  lumbar  punctures  with  drainage  of  CSF. 
Patients  with  progressive  visual  loss  in  spite 
of  the  above  treatments  may  be  candidates  for 
surgical  intervention  to  preserve  vision.  CSF 
diversion  from  the  lumbar  subarachnoid 
space  to  the  peritoneum  is  a widely  used 
method.  Lumbar-peritoneal  shunts  are  helpful 
in  improving  headaches  and  improving 


vision.  They  provide  an  immediate  reduction 
in  ICP  and  high  rate  of  immediate  headache 
relief.  Infection,  malfunction,  disconnection, 
and  low  pressure  headaches  can  all  compli- 
cate LP  shunts.  Some  studies  have  shown 
complication  rates  as  high  as  50  percent."  In 
addition,  some  patients  may  continue  to  have 
visual  loss  despite  a functioning  shunt. 

Subtemporal  decompressive  craniotomy  has 
been  used  in  the  past  to  treat  pseudotumor 
cerebri.  Due  to  complications  of  this  proce- 
dure, including  seizures,  it  has  fallen  out  of 
favor. 

Optic  nerve  sheath  fenestration  (ONSF)  is 
also  an  option  in  patients  with  progressive 
visual  loss  unresponsive  to  medical  manage- 
ment. '-6-7  This  surgical  procedure  involves 
trans-orbital  exposure  of  the  optic  nerve  and 
fenestration  of  its  sheath.3  Studies  show  up  to 
90  percent  of  patients  have  stabilization  of 
visual  fields  or  activity  after  fenestration,  and 
nearly  half  have  stabilization  in  the  contralat- 
eral eye.1  Improvement  in  headaches  after 
optic  nerve  fenestration  is  unpredictable; 
reported  results  vary  from  10  to  90  percent 
improvement.  The  mechanism  of  this  proce- 
dure is  unclear.  Some  postulate  that  a decrease 
in  fluid  pressure  on  the  nerve  itself  contributes 
or  there  may  be  a change  in  local  CSF  flow 
characteristics  with  the  fenestration. 

The  complications  from  this  procedure  may 
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include  traumatic  optic  neuropathy,  orbital 
hemorrhage  or  retinal  artery  occlusion.  The 
complication  rate  is  said  to  be  about  two  per- 
cent.3 Following  ONSF,  ICPs  will  remain  ele- 
vated and  should  not  be  used  to  assess  the 
patient.  The  patient  should  have  close  visual 
function  follow-up.  ONSF  has  advantages 
over  shunting  because  of  no  risks  of  malfunc- 
tion or  infection  of  an  indwelling  device. 

In  summary,  pseudotumor  cerebri  is  a con- 
dition which  merits  a thorough  medical  eval- 
uation to  rule  out  an  occult  medical  disorder 
or  malignancy.  After  normal  CSF  and  imag- 
ing studies  are  obtained,  aggressive  medical 
management  is  indicated,  including  weight 
loss.  Of  primary  importance  is  ophthalmolog- 
ic evaluation.  If  visual  deficits  progress  or 
headaches  persist  and  are  problematic,  refer- 
ral for  optic  nerve  sheath  fenestration  or  CSF 
shunting  is  indicated.  Following  these  proce- 
dures, regular  eye  exams  are  necessary.  These 
patients  require  long  term  follow-up  to  avoid 
visual  loss.  □ 
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CONFLICTS  IN  CONSULTATION 

MICHAEL  SHAWN  STINSON,  M.  D* 


Effective  consultations  are  as  much  a result  of 
the  communication  between  the  referring 
physician  and  the  consultant  as  they  are  the 
result  of  the  soundness  of  the  recommenda- 
tions themselves.  As  20  to  50  percent  of  an 
internist’s  new  patients  are  referred  by  anoth- 
er physician  either  for  ongoing  care  or  for 
problem-oriented  consultation,  residents  and 
medical  students  should  be  taught  the  essen- 
tials of  consultation.  In  addition  to  instruction 
regarding  the  medical  aspects  of  consultation, 
the  future  practitioner  should  be  exposed  to 
skillful  physicians  well  versed  in  the  art  of 
effective  inter-physician  communication. 

Fortunately,  serious  differences  of  opinion 
rarely  lead  to  a breakdown  in  cooperation 
between  the  referring  and  the  consulting 
physicians.  How  these  unusual  circumstances 
are  dealt  with  has  been  specifically  addressed 
in  few  publications.  These  occurrences  may 
permanently  affect  relationships  between 
physicians  and  may  negatively  affect  the 
patient’s  care.  My  purpose  is  to  review  the 
historical  perspective  of  consultation  conflicts 
and  to  explore  how  past  principles  apply 
today.  Current  recommendations  are  reviewed 
as  well.  The  following  fictional  case  illus- 
trates the  potential  for  conflict. 

CASE  HISTORY 

A general  internal  medicine  consult  is  request- 
ed on  a patient  on  the  orthopedic  service  for 
evaluation  of  a “mass  seen  on  chest  radio- 
graph." The  patient  is  a 68-year-old  woman 
admitted  for  left  total  hip  replacement  after 
suffering  a fracture  front  a fall.  The  surgery  is 
scheduled  for  the  next  day  and  routine  pre- 
operative evaluation  revealed  a peripherally 
located,  solitary  two  centimeter  nodule  in  the 
right  upper  lobe.  The  patient  has  a history  of 


*Address  correspondence  to  Dr.  Stinson  at  2 Medical 
Park.  Suite  506,  Columbia.  SC  29203. 


mild  hypertension,  diet  controlled  diabetes 
mellitus,  and  a remote  “small  heart  attack.” 
She  has  an  80  pack  year  smoking  history.  She 
has  had  no  cough  or  hemoptysis.  Her  weight 
has  been  stable.  She  tells  you  that  she  has  had 
no  prior  chest  pain  until  this  morning  when 
she  experienced  about  30  minutes  of  some 
chest  tightness;  she  felt  that  this  was  probably 
“just  indigestion.”  Last  night  she  had  some 
shortness  of  breath  that  was  relieved  when  the 
nurse  raised  the  head  of  the  bed. 

She  was  on  no  medications  prior  to  admis- 
sion; currently  she  is  receiving  heparin  5000 
units  subcutaneously  three  times  daily,  oxy- 
codone and  acetaminophen  tablets  PRN,  and 
five  percent  dextrose  in  1/2  normal  saline  at 
150  cc  per  hour  intravenously. 

Physical  examination  reveals  an  elderly 
appearing  woman  in  no  acute  distress.  Her 
blood  pressure  is  160/88,  heart  rate  110  beats 
per  minute  and  regular,  respiratory  rate  24 
breaths  per  minute  (no  accessory  muscle  use) 
and  temperature  37. 7C.  There  are  bibasilar 
crackles  on  lung  examination,  slightly  higher 
on  the  left  than  right.  Her  jugular  veins  are 
prominent,  consistent  with  a right  atrial  pres- 
sure of  10  to  12  cm  of  water.  Both  a palpa- 
ble and  auscultatory  S3  are  present.  The 
abdomen  is  soft  and  non-tender;  there  is 
no  liver  enlargement  or  pulsations.  The 
left  lower  extremity  is  in  traction  and  trace 
edema  is  present  bilaterally  in  the  lower 
extremities.  Mild  sacral  edema  is  present. 

Admission  chemistry  and  electrolyte  panels 
are  normal.  The  electrocardiogram  demon- 
strates sinus  tachycardia,  rate  125,  axis  -30 
degrees,  borderline  left  ventricular  hypertro- 
phy by  voltage,  and  inferior  T wave  flatten- 
ing. Chest  radiograph  reveals  mild  flattening 
of  the  diaphragms,  pulmonary  vascular 
prominence,  a two  centimeter  solitary  nodule 
in  the  right  upper  lobe,  no  adenopathy,  and 
calcification  of  the  slightly  tortuous  aorta;  the 
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heart  is  minimally  enlarged. 

You  call  the  attending  surgeon  to  relate 
your  findings.  As  you  tell  him  that  his  patient 
is  in  congestive  heart  failure  and  should 
receive  treatment  that  will  in  all  likelihood 
delay  the  surgery,  he  becomes  upset.  He  tells 
you  that  he  just  saw  the  patient  and  that  she 
didn't  look  so  ill.  He  plans  to  go  ahead  with 
surgery  as  scheduled. 

DISCUSSION 

This  somewhat  extreme  example  of  how 
opinions  may  differ  in  medicine  provides  a 
good  foundation  for  a discussion  of  the 
"problem”  consultation.  The  role  of  the  con- 
sultant has  been  discussed  for  many  years,  yet 
remarkably  little  attention  has  been  paid  to 
the  ethics  of  consultation.  The  35th  annual 
session  of  the  South  Carolina  Medical  Asso- 
ciation held  in  Charleston.  S.  C.  in  April, 
1885  spent  a great  deal  of  time  on  the  role  of 
the  consultant;  the  transactions  of  these  pro- 
ceedings provide  a glimpse  of  the  duties  and 
responsibilities  of  the  consultant  just  before 
the  turn  of  the  century.4  They  cover  the  issue 
of  consultation  conflicts  perhaps  as  well  as 
anything  written  since. 

Consultations  at  that  time  were  to  be  per- 
formed in  accordance  with  strict  rules  of 
behavior.  First  and  foremost,  the  referring 
physician  was  recognized  as  having  overall 
responsibility  for  the  case  and  was  to  be  treat- 
ed accordingly.  Competition  for  the  patient's 
business  was  clearly  not  to  be  tolerated.  In  no 
case  was  the  referring  physician  to  be  made 
to  look  inferior  to  the  consulting  physician: 

In  consultations,  no  rivalship  or  jealousy 
should  be  indulged;  candor,  probity,  and  all 
due  respect  should  be  exercised  toward  the 
physician  having  charge  of  the  case. 
Interactions  between  the  consulting  physi- 
cian and  the  patient  were  to  take  place  only  in 
the  presence  of  the  referring  physician  in  all 
but  the  most  extreme  circumstances.  The 
final  recommendations  to  the  patient  were  to 
be  made  by  the  patient’s  own  physician  and 
not  by  the  consultant: 

In  consultations,  the  attending  physician 


should  be  the  first  to  propose  the  necessary 
questions  to  the  sick;  after  which  the  con- 
sulting physician  should  have  the  opportu- 
nity to  make  such  further  inquiries  of  the 
patient  as  may  be  necessary  to  satisfy  him 
of  the  true  character  of  the  case.  Both 
physicians  should  then  retire  to  a private 
place  for  deliberation;  and  the  one  first  in 
attendance  should  communicate  the  direc- 
tions agreed  upon  to  the  patient  or  his 
friends... 

Thus,  the  primacy  of  the  attending  physi- 
cian’s control  was  to  be  assured.  These  rules 
go  far  in  addressing  proper  etiquette  when  all 
are  in  agreement.  But  what  was  to  happen  in 
the  unusual  circumstance  where  the  two 
physicians,  referring  and  consulting,  came  to 
differing  conclusions,  as  in  the  case  present- 
ed earlier? 

It  may...  sometimes  happen  that  two  physi- 
cians cannot  agree  in  their  views  of  the 
nature  of  a case,  and  the  treatment  to  be 
pursued.  This  is  a circumstance  much  to  be 
deplored,  and  should  always  be  avoided,  if 
possible,  by  mutual  concessions,  as  far  as 
they  can  be  justified  by  a conscientious 
regard  for  the  dictates  of  judgement.  But  in 
the  event  of  its  occurrence,  a third  physi- 
cian should,  if  practicable,  be  called  to  act 
as  umpire;  and  if  circumstances  prevent  the 
adoption  of  this  course,  it  must  be  left  to  the 
patient  to  select  the  physician  in  whom  he 
is  most  willing  to  confide. 

The  first  step,  therefore,  was  to  utilize  the 
serv  ices  of  another  physician  who  would  act  as 
"umpire”  in  solving  the  dispute  between  the 
two  physicians.  If  this  were  not  possible, 
though,  the  patient  was  to  have  the  final  say  in 
the  matter.  This  solution  implies  that  the 
patient  is  aware  of  the  disagreement  between 
the  physicians.  When  in  the  course  of  the  con- 
sultation the  patient  is  to  be  informed  of  the 
differing  opinions  is  not  clear,  however.  The 
transactions  go  on  to  further  protect  the  ini- 
tial relationship  between  physician  and  patient: 
A physician  who  is  called  upon  to  consult 
should  observe  the  most  honorable  and 
scrupulous  regard  for  the  character  and 
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standing  of  the  practitioner  in  attendance; 
the  practice  of  the  latter,  if  necessary, 
should  he  justified  as  far  as  can  he,  consis- 
tently with  a conscientious  regard  for  truth, 
and  no  hint  or  insinuation  should  he  thrown 
out  which  could  impair  the  confidence 
reposed  in  him,  or  affect  his  reputation. 

Do  these  rules  still  apply  today?  Certainly 
the  practice  of  consultation  differs  from  earli- 
er practices,  and  one  might  argue  that  there  is 
increased  opportunity  for  disagreement  to 
occur.  With  the  busy  schedules  of  today’s 
practitioners  it  is  rather  uncommon  for  the 
referring  and  consulting  physicians  to  inter- 
view and  examine  the  patient  together  rather 
than  individually.  Communication  between 
physicians  is,  therefore,  less  likely  in  modern 
practice.  The  diminished  level  of  direct  inter- 
action between  referring  and  consulting 
physician  is  perhaps  best  exemplified  by  the 
study  of  Cummins,  et  al.,  who  found  that  in 
only  62  percent  of  patient  referrals  did  the 
primary  care  physician  receive  follow-up 
information  from  the  consulting  physician.5 

The  most  recent  report  of  the  Judicial 
Council  of  the  American  Medical  Association 
regarding  consultation  addressed  the  recom- 
mendations about  physician  interactions  dur- 
ing medical  consultations  in  only  two  sen- 
tences:3 

When  a patient  is  referred  to  a consultant, 
the  referring  physician  should  provide  a 
history  of  the  case  and  such  other  informa- 
tion as  the  consultant  may  need  and  the 
consultant  should  advise  the  referring 
physician  of  the  results  of  the  consultant’s 
examination  and  recommendations  relating 
to  the  management  of  the  case.  A physician 
selected  by  a patient  for  the  purpose  of 
obtaining  a second  opinion  on  an  elective 
procedure  is  not  obligated  to  advise  the 
patient’s  regular  physician  of  the  findings 
or  recommendations. 

These  recommendations  offer  no  guidance 
on  how  disputes  should  be  handled.  More  spe- 
cific directions  were  put  forth  in  the  1960  ver- 
sion of  the  Opinions  and  Reports  of  the  Judi- 
cial Council  of  the  American  Medical  Associ- 


ation as  described  by  Gross  and  Kammerer.2 
Nine  ethical  principles  of  consultation  were 
delineated;  the  six  that  related  to  the  topic  of 
physician  interactions  were  as  follows: 

1.  One  physician  should  be  in  charge  of  the 
patient’s  care; 

2.  The  attending  physician  has  overall 
responsibility  for  the  treatment  of  the 
patient; 

3.  The  consultant  should  not  assume  prima- 
ry care  of  the  patient  without  the  consent 
of  the  referring  physician; 

4.  The  consultation  should  be  done  punctually; 

5.  Discussions  in  consultation  should  be 
with  the  referring  physician  and  only 
with  the  patient  with  the  prior  consent  of 
the  referring  physician; 

6.  Conflicts  of  opinion  should  be  resolved 
by  a second  consultation  or  withdrawal 
of  the  consultant;  however,  the  consultant 
has  the  right  to  give  his  opinion  to  the 
patient  in  the  presence  of  the  referring 
physician. 

These  recommendations  more  closely 
resemble  those  from  the  Transactions  of  the 
South  Carolina  Medical  Association  drafted 
in  1885,  although  in  much  less  detail. 
Nonetheless,  the  topic  of  differences  of  opin- 
ion is  addressed  as  is  the  primacy  of  the 
attending  physician-patient  relationship.  The 
consultant’s  primary  responsibility  is  to  the 
requesting  physician;  however,  there  is  a 
clear  obligation  to  the  care  of  the  patient. 

Let  us  return  to  our  fictional  patient  with 
congestive  heart  failure  who  is  about  to 
undergo  surgery  against  the  consultant 
internist's  recommendations.  How  can  this 
situation  be  handled  appropriately  given  the 
scarce  guidelines  we  have  available?  Lirst,  it 
appears  that  no  one  has  yet  compromised  the 
relationship  between  the  attending  physician 
and  the  patient.  Clearly,  an  inappropriate 
response  by  the  internist  would  be  to  give  the 
patient  his  opinion  without  the  knowledge  or 
consent  of  the  surgeon.  It  also  seems  inappro- 
priate for  the  consulting  physician  to  simply 
excuse  himself  from  the  case  without  at  least 
leaving  documentation  of  his  recommenda- 
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lions  on  the  chart.  According  to  Gross  and 
Kammerer,2  the  consultant  is  obliged  to 
inform  the  referring  physician  of  important 
findings  even  if  the  finding  is  not  related  to 
the  focus  of  the  original  question;  the  issue 
must  be  included  in  the  consultation.  In 
almost  all  instances,  the  conflict  will  be 
resolved  by  further  discussion  between  the 
two  physicians.  In  the  event  that  this  does  not 
seem  possible,  a second  opinion  should  be 
sought.  This  may  be  requested  either  by  the 
attending  physician  or  the  patient. 

Goldman,  et  al.,  have  provided  excellent 
counsel  regarding  consultation  in  the  classic 
article,  “Ten  Commandments  for  Effective 
Consultations.”6  The  ninth  commandment  is 
perhaps  the  most  important  in  ensuring 
smooth  relationships  between  physicians: 
TALK  IS  CHEAP.. .AND  ELLECTIVE 
Inter-physician  communication  cannot  be 
overemphasized.  Lee,  et  al.,  reported  that  the 
requesting  physician  and  the  consultant  dis- 
agreed on  both  the  reason  for  the  consultation 
and  the  principal  clinical  issue  14  percent  of 
the  time.7  Disagreement  on  such  basic  issues 
is  the  perfect  setting  for  conflict  and  will 
reflect  on  the  effectiveness  of  the  consulta- 
tion. As  defined  by  compliance  with  recom- 
mendations, the  effectiveness  of  consultations 
varies  from  54  to  77  percent  in  academic  cen- 
ters.89 To  enhance  the  rate  of  agreement 
between  physicians,  direct  communication 
should  be  emphasized.  With  only  occasional 
exceptions  a consultation  should  be  accompa- 
nied by  at  least  two  direct  communications, 
either  in  person  or  by  phone:  the  first  occurs 
prior  to  the  consultation  when  the  specific 
reason  for  the  consult  is  clarified;  the  second 
takes  place  after  the  initial  consultation  so 
that  the  consulting  physicians  may  relate  the 
recommendations  to  the  referring  physician. 
While  many  may  think  that  two  phone  calls 
per  consult  is  excessive,  the  time  saved  first 
of  all  in  determining  the  exact  reason  for  the 
consult  will  save  considerable  time  up  front 
as  well  as  assuring  that  the  consultant  is  start- 
ing the  relationship  with  the  patient  with  the 
referring  physician's  expectations  clearly 


understood.  The  second  phone  call  relates  the 
recommendations  of  the  consultant  and  iden- 
tifies any  potential  conflicts  that  may  arise  as 
a result  of  the  recommendations.  Compliance 
with  the  recommendations  is  improved  as 
well  by  the  direct  communication.6 

SUMMARY 

Conflicts  in  the  medical  care  of  patients  are 
to  be  expected,  since  much  of  patient  care 
remains  an  art.  No  less  an  art  is  the  practice 
of  inter-physician  communication  which 
should  be  the  cornerstone  of  consultation 
medicine.  Improved  clarity  of  the  reason  for 
the  consult  and  improved  compliance  with 
the  recommendations  themselves  will  result 
from  effort  devoted  to  these  communications. 
When  conflicts  arise,  however,  and  progress 
to  the  extreme,  ethical  guidelines  as  outlined 
in  this  article  may  help  to  provide  an 
approach  toward  resolution.  □ 
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DR.  GEORGE  LOGAN:  PHYSICIAN  TO  THE 
CHARLESTON  ORPHAN  HOUSE  1810-1854 

SUSAN  L.  KING* 


On  October  18,  1790,  at  the  instigation  of 
John  Robertson,  a philanthropic  merchant  and 
member  of  City  Council,  an  Ordinance  was 
passed  establishing  the  Charleston  Orphan 
House  “for  the  purpose  of  supporting  and 
educating  poor  and  orphan  children  and  those 
of  poor  and  disabled  parents  who  are  unable 
to  support  and  maintain  them.”1  Until  the 
building  was  demolished  in  1952,  over  5,000 
needy  white  children  were  cared  for  by  the 
Institution.  Charlestonians  were  proud  of 
their  Orphan  House,  the  first  municipal  child 
care  facility  in  the  United  States.  It  was 
believed  that  “strangers  have  missed  what  is 
best  with  us,  if  they  have  not  visited  the 
Orphan  House.”2 

City  Council  annually  elected  12  Commis- 
sioners who  were  responsible  for  the  manage- 
ment and  operation  of  the  Orphan  House. 
This  Board  met  weekly  with  each  member 
alternating  his  services  as  a Visiting  Commis- 
sioner. The  Visiting  Commissioner  primarily 
investigated  applicants  for  admission  or 
indenture;  however,  he  also  inspected  the 
House,  grounds  and  staff  and  conducted  reli- 
gious services  on  Sunday.  A Steward  and 
Matron  supervised  a staff  (known  as  Officers) 
which  included  a baker,  cook,  engineer,  gar- 
dener, nurses,  porter,  washer,  sewing  mis- 
tress, spinner/weaver  and  school  teachers. 

Upon  entering  the  Orphan  House,  a child 
was  indentured  to  the  occupation  of  educa- 
tion; however,  the  Commissioners  retained 
the  power  to  apprentice  the  child  to  another 
trade  at  a later  date.  Girls  at  the  age  of  13  and 
boys  at  the  age  of  14  were  placed  on  a Bind- 
ing-Out List  and  shown  to  prospective  mas- 
ters to  be  taught  a trade.  Apprenticeships  for 
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girls  ended  at  age  18  and  for  boys  at  age  21. 
The  Institution  was  almost  completely  self- 
sufficient.  Contact  with  the  outside  world  was 
rare  for  the  inmates  (as  the  children  were 
called).  They  were  fed  by  home-grown  food, 
dressed  in  home-spun  clothing  and  educated 
in  the  building. 

Financial  support  for  the  Orphan  House 
came  from  both  public  and  private  sources. 
City  Council  made  annual  appropriations  and 
state  law  permitted  the  Institution  to  share  in 
funds  collected  from  escheated  property.  In 
addition  a Private  Fund,  established  in 
September  1808,  was  used  for  “donations 
given  directly  to  the  Board  of  Commissioners 
for  the  personal  comfort  and  private  benefit 
of  the  children.”5 

Included  in  the  care  provided  by  the  Institu- 
tion was  a medical  department.  The  Commis- 
sioners believed  that  there  were  “four  great 
essentials  for  the  preservation  of  health: 
Cleanliness,  Pure  Air,  Exercise  and  Proper 
Diet.”  In  1807  City  Council  ratified  an  Ordi- 
nance authorizing  “that  the  Physician  of  the 
Orphan  House  shall  and  do  attend  on,  and 
administer  medicines  to  all  sick  persons  in 
the  said  institution,  whether  such  persons  be 
maintained  and  relieved  in  the  same,  or 
whether  they  be  employed  therein  as  officers, 
assistants  or  servants.”4  City  Council  directed 
in  1820  “that  a Physician  shall  be  elected  on 
the  third  Monday  of  October.. .to  attend  on, 
and  administer  medicine  to  all  sick  persons  in 
the  Orphan  House,  whose  annual  salary  or 
compensation  shall  be  six  hundred  dollars.”5 

This  paper  concerns  the  lengthy  tenure  of 
Dr.  George  Logan  (1778-1861),  Physician  to 
the  Institution  from  April  1810  until  March 
1854.  A graduate  of  the  University  of  Penn- 
sylvania, Dr.  Logan  also  served  as  United 
States  Naval  Surgeon,  Physician  to  the  Poor 
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House  and  Physician  to  the  Work  House.  In 
1825,  Dr.  Logan  published  one  of  the  earliest 
works  on  pediatric  care  in  Charleston,  Practi- 
cal Observations  on  Diseases  in  Children .6 
During  the  almost  45  years  of  his  service,  Dr. 
Logan  contributed  to  the  weekly  Report  of 
the  Steward  and  Physician  which  summa- 
rized the  previous  week’s  medical  activities. 
In  addition,  each  October,  he  compiled  an 
Annual  Report  of  the  Physician  to  be  present- 
ed to  the  Board  of  Commissioners. 

It  is  to  be  expected  that  in  an  Institution 
housing  hundreds  of  young  children  that  dis- 
ease would  be  common.  What  is  unusual  is 
the  small  percentage  of  deaths.  Between  1822 
and  1848,  no  more  than  six  children  died  in  a 
year.  At  this  time,  the  population  of  the 
Orphan  House  ranged  from  a high  of  200 
(including  staff  and  slaves)  in  1825  to  a low 
of  117  in  1846.  According  to  the  Census  of 
the  City  of  Charleston,  1848,  there  were 
8,699  white  births  in  the  city  between  1822 
and  1848.  Of  these,  2,031  died  before  age 
10.7 

At  its  best,  care  for  the  sick  poor  of 
Charleston  was  scarcely  adequate.  In  1801 
City  Council  established  the  Charleston  Dis- 
pensary for  the  free  medical  and  surgical  care 
of  the  poor.  When  Alexander  Shirras,  a 
prominent  Scottish  immigrant,  died  he 
bequeathed  funds  to  “mitigate  the  sufferings 
of  the  distressed,  ease  the  inhabitants,  and 
assist  the  medical  gentlemen  in  their  humane 
intention.”  In  1813  City  Council  ordered  that 
this  Institution  would  thereafter  be  known  as 
Shirras  Dispensary.8  Other  agencies  con- 
cerned with  indigent  medical  care  included 
the  Alms  House  and  Roper  Hospital. 

Although  the  medical  care  provided  by  the 
Orphan  House  was  excellent,  severe  illness 
and  even  death  could  strike  with  sudden 
swiftness.  In  1817  Dr.  Logan  declared  "that 
in  the  short  period  of  one  week,  violent  dis- 
ease has  prevailed  & the  relentless  hand  of 
death  has  snatched  from  this  Institution  (of 
innocence,  peace  and  charity),  Two  of  its 
most  promising  subjects.  On  the  evening  of 
Thursday,  the  14  Inst.,  three  of  the  Boys  of 


the  East  Wing  (with  one  of  the  Nurses,  Nelly 
Allen)  suddenly  became  ill  with  Fever.  On 
the  Succeeding  morning,  two  others  & on 
Sunday  morning  three  more  the  children  were 
in  like  manner  afflicted  & another  this  morn- 
ing.” 

With  so  many  bodies  confined  in  a single 
building,  the  threat  of  epidemics  constantly 
loomed  over  the  Institution.  Over  the  years, 
Dr.  Logan  chose  to  accept  some  of  the  epi- 
demics as  “an  almost  inevitable  evil.”  When 
measles  prevailed  in  1842,  Dr.  Logan  "deter- 
mined...not  to  adopt  any  measures  for  pre- 
venting the  spread  of  the  epidemic,  inas  much 
as  the  ages  of  the  children  here  were  the  most 
favorable  for  going  through  with  it.  They  are 
(the  subjects)  well  provided  for  & nursed, 
which  might  not  be  the  case  when  they  were 
older  & were  apprenticed  out.”  This  practice 
resulted  in  dozens  of  children  at  a time  suffer- 
ing from  various  diseases.  In  1821,  a measles 
epidemic  lasted  over  10  weeks  and  was 
described  as  “mild  and  slow.”  In  contrast,  the 
epidemic  of  1829  saw  70  cases  occur  in  less 
than  two  weeks.  Dr.  Logan  stated  that  the  dis- 
ease was: 

ushered  in  with  a high  degree  of  Fever, 
headache.  Eyes  much  inflamed.  Sore  Throat 
& distressing  cough  the  determination  to 
the  head  & Chest  is  so  great  as  to  occasion 
delirium  at  night  & in  one  instance,  hemor- 
range  from  the  chest  The  Throat  is  so  vio- 
lently affected  in  numerous  cases. ..the 
inflammatory  symptoms  have  been  so 
strongly  manifested  as  to  require  the  Lancet 
which  has  been  advantageously  employed. 
The  foregoing  symptoms  continue  after  the 
eruption,  breakouts  which  list  distinctive 
symptoms  as  very  full  & in  the  Face  resem- 
bles Erysipelas.  The  Features  being  much 
swollen. ..Convalescence  progresses  slowly. 
The  constitution  having  suffered  severely. 
The  most  violent  cases  occurred  in  subjects 
between  8 & 1 3 years. 

Dr.  Logan  also  believed  that  even  sufferers 
of  much  more  serious  diseases  such  as  vari- 
oloid should  not  be  separated  from  the  gener- 
al population.  In  1826,  the  Commissioners 
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questioned  why  afflicted  children  were  not 
transferred  to  the  hospital  area  or  even  the 
Chapel.  Dr.  Logan  replied  that  the  cases 
“have  occurred,  not  in  one.  but  in  several  & 
distant  parts  of  the  Institution  simultaneously, 
by  which  we  infer,  that  the  exciting  causes 
have  been  general  in  their  operation.  Conse- 
quently, a transfer  would  be  of  little  avail  in 
arresting  its  progress,  but  would  undoubtedly 
prove  prejudicial,  by  crowding  the  very  cir- 
cumscribed apartments  allotted  for  the  hospi- 
tal adapted  to  the  accommodation  of.. .surgi- 
cal cases,  or  to  hospital  disorders.” 

In  1844  an  epidemic  of  Scarlet  Fever  spread 
through  the  Institution.  The  first  case 
appeared  on  March  eighth  and  within  three 
weeks,  31  children  were  afflicted.  Dr.  Logan 
noted  that  the  most  serious  cases  were  located 
in: 

Mrs.  Lambers’  room  - nine  cases  - all 
recovered 

Mrs.  Furchess’  room  - twelve  cases  — all 
recovered 

Mrs.  Cantley’s  room  - twelve  cases  - 
under  care 

total  to  March  28,  1844  — thirty-three 
cases  subsequently  eleven  cases:  ended 
April  18,  1844. 

In  the  Scarlet  Fever  epidemic  of  1831,  Dr. 
Logan  noted  the  “greater  predisposition  to 
Scarlatina  in  Females  than  in  Males,  nearly  in 
the  proportion  of  four  to  one.”  In  1844  he 
noted  no  such  tendency  during  the  epidemic. 

The  most  serious  Scarlet  Fever  epidemic 
occurred  in  1838.  Over  60  children  were 
affected  with  one  death.  Dr.  Logan  published 
and  account  of  the  epidemic  in  the  May,  1839 
edition  of  The  American  Journal  of  Medical 
Science.  He  described  the  first  cases  as  being 
unattended  by  any  malignant  symptoms, 
passing  favorably  through  the  several 
stages. ..Subsequent  cases  were  more  vio- 
lent...Disinfecting  substances,  as  chloride  of 
lime,  and  afterwards  the  fumes  of  vinegar 
and  nitre  were  introduced  into  the  dormito- 
ries and  other  apartments... In  the  method  of 
treatment,  depletion  was  resorted  to  within 
the  first  thirty  hours,  at  the  commencement 


of  the  high  temperature  of  the  body,  this 
being  the  favorable  moment  for  vigorous 
action;  calomel,  and  afterwards  castor  oil, 
other  suphates  of  magnesia  as  febrifuges 
and  anthelmintics,  were  generally  exhibit- 
ed; worms  being  always  suspected  to 
increase  the  gastric  irritation,  sometimes  an 
emetic  of  ipecacuanha  had  a happy  effect  as 
a diaphoretic,  and  in  accelerating  the  erup- 
tive stage;  cold  vinegar  was  applied  to  the 
head  during  the  height  of  pyrexia;  oleagi- 
nous enemas  were  useful  auxiliaries. ..Diar- 
rhea and  dysentery  were  among  the  seque- 
lae, and  our  convalescents  were  long  pre- 
disposed to  cholera... Females  suffered  more 
than  males.  The  symptoms  were  most  vio- 
lent in  subjects  between  five  and  twelve 
years;  no  instance  occurred  of  a second 
attack  in  the  same  individual;  all  predispo- 
sition seemed  to  have  obliterated.  About 
fifty  inmates  of  the  house  (subjects  for  the 
disease)  escaped.”9 

Ophthalmia  consistently  appeared  in  the 
Orphan  House  population.  In  1825,  over  100 
inmates  suffered  from  some  form  of  the  dis- 
ease. Dr.  Logan  stated  “humanity  can  scarce- 
ly imagine  a calamity  more  deplorable  than 
that  in  which  the  visual  sense  becomes 
severely  affected... From  the  earliest  period  of 
the  establishment  of  this  Institution,  its 
inmates  have  been  observed,  in  a particular 
manner,  to  be  predisposed  to  ophthalmia.”  In 
1824  Dr.  Logan  declared  that  “boys  are  more 
subject  to  attacks  than  girls  & the  San- 
guineous, robust  & plethoric  more  frequently 
than  the  lean  & delicate.” 

Throughout  the  years  of  his  tenure.  Dr. 
Logan  battled  the  reappearance  of  "the  dis- 
gusting disease. ..the  so  detestable  a Disorder, 
the  Itch.”  Despite  his  reluctance  to  separate 
sick  from  well  children.  Dr.  Logan  readily 
isolated  sufferers  of  the  Itch.  This  practice 
was  not  entirely  successful  because  “the 
affection  may.. .elude  notice  until  it  has  spread 
almost  beyond  control,  it  would  therefore 
seem  almost  impossible  to  effectually  or  easi- 
ly destroy  it.”  In  a moment  of  discourage- 
ment. Dr.  Logan  lamented  “I  am  positively 
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assured  [inmates]  seek  to  become  affected!” 

In  a building  as  large  as  the  Orphan  House, 
certain  diseases  were  cyclical.  Catarrh  and 
cholera  “occurred  during  the  spring  months, 
as  usual,  spasmodic  & bilious,  being  influ- 
enced by  the  frequent  & sudden  atmospheric 
changes  which  were  remarked  at  the  time.” 
Dysentery  and  bowel  complaints  were  also 
common.  In  1829  24  children  were  stricken 
with  dysentery  and  two  died.  Dr.  Logan 
explained  these  deaths  by  stating  that  dysen- 
tery was  “not  ordinarily  a dangerous  dis- 
ease...[but  was  now],  with  great  severity, 
merging  with  constitutions  debilitated  by  Dis- 
orders of  which  they  had  not  (in  some 
instances)  quite  recovered.”  Measles  and 
catarrh  had  combined  to  attack  over  150  of 
the  inmates  during  the  previous  12  months.  In 
addition,  many  of  the  children  were  in  poor 
health  when  admitted.  "Several  of  these  sub- 
jects were  very  young  & in  feeble  health  - in 
one  or  two  instances  almost  emaciated.  When 
admitted,  they  were  laboring  under  Bowel 
disorders  from  difficult  teething  also  the 
effects  of  whooping  cough  - some  were  of 
bad  constitutions.” 

When  Dr.  Logan  discussed  his  methods  of 
treatment  with  the  Board  of  Commissioners, 
he  often  explained  his  reasons  for  choosing  a 
particular  medicine  or  treatment.  When 
catarrh  prevailed  in  1816,  Dr.  Logan  stated: 
upwards  of  forty  symptoms  have  occurred, 
the  characteristic  symptoms  have  for  the 
most  part  been  very  slight.  These  are  cough, 
fever,  difficult  respiration  attended  with 
pain  of  the  chest  - generally  the  upper  part 
of  the  sternum  & sometimes  of  the  sides, 
irritability  of  the  stomach  - anxiety  - rest- 
lessness - great  protraction  of  strength  & 
painfully  sensitive  to  light;  it  runs  its  course 
in  seven  days. ..In  the  milder  cases  of 
Influenza,  an  evacuant  or  two  in  which 
some  alkaline  is  incorporated,  followed  by 
Pectorals  will  prove  sufficient.  The  alkaline 
is  necessary  as  acidity  of  the  stomach  usual- 
ly prevails  in  severe  cases. ..The  Seneca 
snake  root  has  been  found  useful  in  the  sec- 
ond stage  of  the  disease. 


Catarrh  again  struck  in  epidemic  propor- 
tions in  1833.  Dr.  Logan  described  his  treat- 
ment as  “Venesection. ..as  well  as  Blisters, 
Antimonials,  and  the  Squill.  In  some  cases 
the  cold  bath  proved  an  excellent  auxiliary 
antispasmodic.  It  suspended  the  paroxysm  & 
abridged  the  duration  of  the  complaint.” 
During  the  Scarlet  Lever  epidemic  of  1831, 
Dr.  Logan  treated  his  patients  with  “emetics 
& Cathartics  (with  Calomel,  Rhubarb  & 
Epsom  Salts)  [and  later  with]  Quinine,  Emol- 
lient & astringent  gargles.” 

Although  his  primary  responsibilities 
involved  diagnosing  and  treating  illnesses, 
Dr.  Logan  also  believed  that  his  duties  includ- 
ed preventative  medicine.  In  many  reports  to 
the  Board  of  Commissioners,  he  carefully 
explained  the  causes  of  many  diseases  and 
how  to  prevent  them  from  occurring.  In  1839 
he  suggested  that  the  Porter’s  bed  be  removed 
to  another  room  because  of  the  dampness 
which  he  believed  had  caused  numerous 
bouts  with  catarrh.  Dr.  Logan  recommended 
that  in  order  to  counter  the  “succession  of 
severe  Lever  cases  in  the  Institution. ..[it  is 
necessary  to  increase]  the  salubrity  of  the 
Atmosphere  of  the  Nurses'  apartments  in  par- 
ticular.. . [ by  sprinkling]  the  said  rooms  with 
good  vinegar  every  evening  and  morning.” 

As  mentioned  earlier,  outbreaks  of  oph- 
thalmia were  common.  Lor  many  years.  Dr. 
Logan  valiantly  attempted  to  control  this  dis- 
ease. In  1816  he  wrote  that  he  did  not  believe 
the  disease  was  infectious,  even  though  it  was 
accepted  to  be  so  in  Europe.  The  “predispos- 
ing cases  [were]  debility,  local  or  general  (of 
the  system),  sometimes  consequent  on  other 
Diseases;  particular  diet  such  as  an  unusual 
use  of  Salt,  etc.;  indirect  local  debility, 
induced  by  intense  application,  excess  of  the 
Stimulus  of  light;  sudden  exposure  to  strong 
light. ..exposure  to  smoke. ..Ophthalmia  may 
also  prevail  as  a Lorm  of  Lever.” 

Sixteen  years  later  he  reported  four  causes 
of  the  disease: 

Lirst  — The  exposed  situation,  and  conse- 
quent intense  light  to  which  the  children  are 
subjected  in  the  schoolroom  & the  bed- 
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rooms  and  in  the  playground. 

Second  — Peculiarities  in  Diet  - Smoke  & 
steam  from  the  cooking  apartments. 

Third  — Crowded  bedroom  & obstructed 
circulation  of  air. 

Fourth  — Proximity  of  the  privies  or  injudi- 
cious location. 

To  correct  the  first  cause,  he  suggested  cul- 
tivating umbrageous  trees,  painting  the  walls 
blue  or  green  and  furnishing  the  windows 
with  Venetian  shutters.  Changes  in  diet,  such 
as  small  cuts  of  meats  and  more  fresh  vegeta- 
bles, would  alleviate  the  second  cause.  The 
solution  to  crowded  bedrooms  was  obvious, 
if  not  easily  accomplished.  Apparently  the 
Commissioners  believed  the  proximity  of  the 
privies  to  be  a definitive  cause  of  the  disease; 
however.  Dr.  Logan  assured  them  that  their 
fears  were  groundless.  “The  effluvia  evolved 
by  privies  can  only  contaminate  the  atmo- 
sphere in  their  immediate  vicinity  and  would 
require  the  constant  direction  of  wind  from 
one  point  to  impair  the  salubrity  of  the  insti- 
tution. Experience  assures  us,  that  in  densely 
inhabited  parts  of  the  city,  where  these 
sources  of  annoyance  are  numerous  & often 
much  neglected,  disorders  of  the  eyes  are  not 
commonly  seen.”  Undoubtedly,  the  most 
effective  recommendations  made  by  Dr. 
Logan  were  to  wash  the  children’s  eyes  with 
clean,  cold  water  morning  and  evening  and 
each  night  to  lightly  water  the  yard  to  combat 
the  dust. 

The  nutrition  of  the  children  also  concerned 
Dr.  Logan.  Because  of  financial  difficulties, 
the  Institution’s  diet  was  altered  in  1828. 
When  asked  by  the  Commissioners  to  com- 
ment on  any  detrimental  results  of  this 
change.  Dr.  Logan  stated  that  “attentive 
observation  & inquiry.. .does  not  afford  any 
evidence  of  injury  produced  by  diet.  Com- 
plaints of  the  Digestive  organs  are  by  no 
means  more  frequent  than  they  used  to  be  & 
this  House  has  been  as  healthy  during  the  last 
as  in  any  preceding  years.” 

In  1832  he  recommended  that  “some  tem- 
porary alteration  be  made  in  their  [inmates’] 
Diet.  I beg  leave  to  advise  that  rice  be  added 


or  substituted,  for  the  accustomed  fare,  two 
days  in  the  week  until  the  1st  of  July.  I am 
induced  to  submit  this  recommendation  at  the 
present  season  in  consideration  of  the  inferior 
quality  of  beef  (during  the  Spring)  and  the 
circumstances  of  the  recent  prevalence  of 
catarrhal  complaints  which  usually  leave  the 
appetite  & digestive  functions  so  much 
impaired  as  to  render  some  change  of  food 
desirable.” 

After  “the  very  frequent. ..complaints  of  the 
stomach  & Bowels  during  the  months  of 
August  & September  and  especially  of  Diar- 
rhea, [Dr.  Logan  recommended]  the  expedi- 
ency of  increasing  the  quantity  of  Rice  in  the 
diet  & omitting  for  a period  molasses.”  Out- 
breaks of  Cholera,  Bowel  Complaints  and 
dysentery  struck  in  the  spring  of  1829.  Dr. 
Logan  declared: 

it  is  well  known,  that  the  complaints  of  the 
Digestive  Organs  are  of  usual  occurrence 
during  the  month  of  May,  and  perhaps  to 
the  protracted  weather,  we  may  reasonably 
ascribe  the  fatal  character  of  several  cases 
which  have  been  under  care. ..Upon  strict 
inquiry  & consultation,  we  cannot  conceive 
the  Diet  of  the  children  materially  influ- 
ences the  existence  or  progress  of  the  com- 
plaints referred  to. ..The  increased  irritation 
& excitement  of  the  intestinal  system 
observed  in  may  subjects  on  the  West  Wing 
[younger  children]  at  this  period,  has  sug- 
gested the  idea  of  dispensing  for  a short 
time  with  the  ordinary  Diet  of  this  part  of 
the  House,  & substituting  milk  or  butter. 

The  most  important  contribution  made  by 
Dr.  Logan  to  the  health  of  the  Orphan  House 
was  his  enthusiastic  support  of  vaccination. 
“A  long  course  of  experience  and  observa- 
tion, unequivocally  attest  the  perfect  protec- 
tion, vaccination  confers  by  excluding  the 
influence  of  that  loathsome,  painful  & dan- 
gerous disease  Small  Pox.”  In  1843  he  argued 
that 

I have  two  sons  who  are  medical  men,  they 
were  vaccinated  during  infancy  (the  one 
when  only  seven  days  old).  They  have  both 
been  repeatedly  exposed  to  the  contagion  of 


January  1996 


23 


THE  CHARLESTON  ORPHAN  HOUSE 


varioloid  & small  pox,  under  ihe  most 
aggravated  circumstances,  particularly  the 
younger  who  on  his  return  from  Paris, 
where  he  went  to  complete  his  medical 
studies,  the  small  pox  broke  out  among  the 
Seamen  in  the  packet  Ship  & proved  fatal 
in  one  instance.  He  was  requested  to  attend 
the  sick  & escaped  its  influence.  His  broth- 
er & himself  have  repeatedly  been  called 
both  in  South  Carolina  and  in  Louisiana  to 
attend  small  pox  in  its  most  active  & dan- 
gerous stages  and  with  perfect  safety. 

The  first  children  were  inoculated  in  March 
1811.  During  Dr.  Logan's  tenure,  only  two 
serious  outbreaks  of  varioloid  occurred.  In 
1826  18  inmates  were  stricken  with  no  deaths 
and  in  1853  there  were  29  cases  with  two 
deaths.  In  contrast,  795  cases  were  reported 
in  Charleston  in  1830-1831  with  46  deaths.10 

In  1817  four  recently  admitted  children 
were  diagnosed  with  the  disease.  Dr.  Logan 
argued  that  vaccination  was  a positive  pre- 
ventative of  varioloid.  Two  of  the  children 
had  not  been  vaccinated  upon  entering  the 
Orphan  House  because  their  mothers  reported 
prior  inoculations  and  the  other  two  children 
had  unsatisfactory  results  from  the  Cow  Pox. 
Dr.  Logan  stated  “it  occurs  to  every  practi- 
cioner,  that  difficulties  occur  in  communicat- 
ing the  Cow  Pox  & even  the  repeated 
attempts  to  affect  it  fail.  I yet  conceive  myself 
favorable  in  having  met  with  comparatively 
few  such  in  the  House,  during  the  space  of 
almost  Seven  years  practice  in  it.” 

According  to  Dr.  Logan,  a successful  vacci- 
nation 

should  be  obtained  from  a regularly  defined 
Cow  Pock  on  the  seventh  day  of  its  usual 
progression,  but  never  later  than  the  middle 
of  the  eighth  day.  At  this  stage,  or  date,  the 
virus  or  fluid  possesses  a limpid  appear- 
ance, is  most  active  and  is  alone  susceptible 
of  producing  the  genuine  variola  vaccine,  or 
the  true  cow  pox.  By  the  ninth  day.  & 
sometimes  earlier,  this  limpid  virus  has 
acquired  some  degree  of  opacity... Vaccina- 
tion from  this  opaque  matter  is  followed  by 
a spurious  disease  and  does  not  destroy  or 


extinguish  prediposition  in  the  human  sub- 
ject to  the  beneficial  effects  of  the  conta- 
gion of  small  pox.  It  does  not  mediate 
against  the  pathological  view  that  the  crust 
or  scab  which  is  of  posterior  formation, 
often  excites  the  true  & genuine  vaccine 
pox  . 

In  1831  Dr.  Logan  reported  that: 
the  following  inferences  are  deducible  from 
the  symptoms  as  far  as  they  have  been  pre- 
sent: 

That  Varioloid  is  a disease  of  posterior  ori- 
gin to  vaccination. 

That  it  may  have  originated  in  a subject 
imperfectly  vaccinated  (the  vaccine  disease 
not  being  genuine)  and  exposed  to  the  con- 
tagion of  Small  Pox. 

That  the  spurious  Cow  Pox,  but  partially 
protects,  the  constitution  from  Varioloid 
infection. 

That  the  genuine  Cow  Pox  entirely  obliter- 
ates all  predisposition  in  the  constitution  to 
variolous  disease. 

By  1854  Dr.  Logan  had  established  a week- 
ly vaccination  schedule,  inoculating  new 
admissions  every  Friday. 

In  his  almost  45  years  of  service  to  the 
Charleston  Orphan  House.  Dr.  George  Logan 
treated  thousands  of  children  and  saved 
countless  lives  through  his  obvious  devotion 
to  the  Institution.  In  1854  at  the  age  of  76.  he 
was  forced  to  request  a leave  of  absence  to 
restore  his  failing  health  by  visiting  his  son  in 
Carrolltown.  Louisiana.  On  April  20,  1854, 
Dr.  Logan  wrote  what  must  have  been  an 
extremely  difficult  letter.  “Admonished  by 
increasing  infirmities,  which  precludes  a rea- 
sonable prospective  hope  of  strength  and 
health,  commensurate  with  the  duties  of 
Physician  to  the  Orphan  House,  I conceive  it 
incumbent  on  me  to  tender  by  resignation.12 
Upon  receiving  this  letter,  the  Commissioners 
passed  a Resolution  honoring  Dr.  Logan: 
Resolved,  That  this  Board  deeply  regrets 
the  causes  stated  in  his  letter,  which  have 
induced  the  resignation  of  Doctor  George 
Logan  as  Physician  to  this  Institution;  the 
duties  of  which  office  he  has  so  ably,  zeal- 
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ously  & benevolently  fulfilled  for  upwards 
of  Forty-five  years,  with  credit  to  himself 
& advantage  to  the  inmates  of  the  Institu- 
tion. 

Resolved,  That  Dr.  Logan  carries  with  him 
into  his  Retirement,  the  respect  of  this 
Board  & the  assurance  of  their  full  approba- 
tion of  his  faithful  & kind  performance  of 
the  duties  of  his  office,  & their  cordial 
wishes  for  such  reassurance  of  his  health,  as 
may  conduce  to  the  comfort  & tranquillity 
of  his  declining  years.13 
Thus  ended  a remarkable  period  of  pedi- 
atric medical  care,  unmatched  at  that  time.  [It 
is  interesting  to  note  that  Dr.  Logan’s  succes- 
sor, Dr.  William  H.  Huger,  served  for  over  50 
years.)  Dr.  Logan  remained  in  Louisiana  with 
his  son,  D.  Polk  Logan,  and  died  in  New 
Orleans  on  February  13,  1861.'-  □ 
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THE  CONSULTATION:  ETHICS  AND  ETIQUETTE 


In  this  issue  of  The  Journal , Dr.  Michael 
Shawn  Stinson  offers  some  practical  guide- 
lines for  resolving  conflicts  that  arise  during 
consultations.  Reviewing  the  historical  basis 
for  consultation,  he  points  out  that  positions 
taken  at  the  annual  meeting  of  the  South  Car- 
olina Medical  Association  back  in  1885  con- 
tinue to  hold  relevance.  The  consulting  physi- 
cian must  at  all  times  respect  the  primary 
physician,  and  when  conflicts  arise  a third 
physician  should  be  “called  to  act  as  umpire.” 
Dr.  Stinson  reminds  us  that  the  Judicial  Coun- 
cil of  the  American  Medical  Association 
offers  succinct  suggestions  for  physician 
interactions  during  consultations  including 
ways  to  resolve  disputes.  Are  such  guidelines 
widely  used? 

What  we  now  know  as  “medical  ethics”  can 
be  traced  in  large  measure  to  widespread  con- 
cerns about  the  etiquette  of  consultations  and 
about  how  physicians  got  along  with  each 
other.  The  original  AMA  Code  of  Ethics  was 
heavily  based  on  Thomas  Percival’s  Medical 
Ethics  (1803),  which  was  in  turn  prompted  by 
acrimonious  disputes  between  and  among 
doctors  in  Manchester,  England.  Percival 
wrote: 

Consultations  should  be  promoted , in  diffi- 
cult or  protracted  cases,  as  they  give  rise  to 
confidence,  energy,  and  more  enlarged 
views  in  practice.  On  such  occasions  no 
rivalship  or  jealousy  should  be  indulged: 
Candor,  probity,  and  all  due  respect  should 
be  exercised  toward  the  physician  or  sur- 
geon first  engaged:  And  as  he  may  be  pre- 
sumed to  be  best  acquainted  with  the 
patient  and  with  his  family,  he  should  deliv- 
er all  the  medical  directions  agreed  upon, 
though  he  may  not  have  precedency  in 
seniority  and  rank.  It  should  be  the 


province,  however,  of  the  senior  physician, 
first  to  propose  the  necessary  questions  to 
the  sick,  but  without  excluding  his  associate 
from  the  privilege  of  making  farther 
enquiries,  to  satisfy  himself,  or  to  elucidate 
the  case.1 

These  words— echoed  again  and  again  in  eth- 
ical codes  of  19th  century  medicine — seem 
somewhat  archaic  today.  Why  was  it  neces- 
sary to  have  elaborate  codes  regarding  the  eti- 
quette of  consultations?  What  were  they  talk- 
ing about? 

Reputations  and  egos  were  on  the  line  back 
then  much  more  than  is  the  case  today. 
Because  there  were  far  fewer  specialists,  con- 
sultations could  seldom  be  requested  on  the 
face-saving  grounds  that  someone  else  had 
unique  expertise  in  another  area.  Consultants 
were  usually  generalist  physicians  or  sur- 
geons who  had  acquired  superior  reputations 
by  some  combination  of  past  accomplish- 
ments, seniority,  and  public  gossip.  Often  it 
was  the  patient's  family  who  desired  another 
opinion.  Thus,  the  primary  physician  (“physi- 
cian or  surgeon  first  engaged”)  risked  embar- 
rassment. The  consultation  was  therefore 
carefully  orchestrated  as  follows: 

• The  primary  physician  presented  the  facts 
of  the  case  to  the  consultant  in  the  presence 
of  the  patient  and  perhaps  the  patient's  fam- 
ily as  well. 

• The  consulting  physician  then  asked  ques- 
tions and  examined  the  patient. 

• The  two  physicians  withdrew  to  discuss  the 
case  in  privacy. 

• The  physicians  returned  to  give  their  mutu- 
al conclusions  to  the  patient  or  their 
grounds  for  disagreement. 

• The  consulting  physician  then  withdrew 
from  the  case  unless  specifically  requested 
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to  remain  involved  by  the  primary  physician 
or  the  patient. 

The  last  of  these  issues  was  of  course 
extremely  delicate,  for  then  as  now  a consul- 
tant was  likely  to  be  someone  who  “doesn’t 
answer  the  question  but  who  steals  your 
patient.”  Percival  warned  against  this  occur- 
rence as  follows: 

As  circumstances  sometimes  occur  to  ren- 
der a special  consultation  desirable,  when 
the  continued  attendance  of  another  physi- 
cian or  surgeon  might  be  objectionable  to 
the  patient,  the  gentleman  of  the  faculty, 
whose  assistance  is  required,  in  such  cases, 
should  pay  only  two  or  three  visits;  and 
sedulously  guard  against  all  future  unso- 
licited interference. 

We  can  imagine  that  things  seldom  went  so 
smoothly  in  difficult  cases,  and  that  consulta- 
tions were  a frequent  cause  for  regret  and 
embarrassment. 

Today’s  practices  are  kindlier  and  gentler, 
yet  leave  ample  room  for  improvement.  All 
too  often  the  referring  physician  simply 
writes  “consult”  in  the  patient’s  record.  All 
too  often  the  consulting  physician  takes  over 
one  or  more  aspects  of  the  case  without  pro- 
viding adequate  feedback  to  the  primary 
physician.  All  too  often  the  consultation  trig- 
gers a diagnostic  or  therapeutic  cascade  of 
events  that  subjects  the  patient  to  an  escalat- 
ing series  of  potential  complications.  Do  our 
forebears’  quaint  practices  contain  any  rele- 
vance? My  answer  is  yes. 


The  ongoing  drive  for  a more  appropriate 
and  cost-effective  style  of  medicine  should,  1 
think,  include  more  liberal  sharings  of  opin- 
ions between  and  among  physicians.  Over  the 
years  I have  on  several  occasions  arranged 
for  the  physicians  in  a case  to  get  together  in 
the  patient’s  presence.  The  experience  has 
been  extremely  gratifying.  Patients  appreciate 
the  complexities  and  subtleties  of  medical 
decision-making.  Physicians  benefit  from  the 
honest  acknowledgement,  before  the  patient, 
that  we  are  not  Delphian  oracles — nor  should 
we  try  to  be.  Everyone  is  reminded  that  the 
consultation  is  a serious  matter  designed  to 
answer  the  four  basic  questions  of  medicine: 
What  is  wrong  with  the  patient?  What  should 
be  done  for  the  patient?  What  will  be  the  out- 
come? What  will  it  cost?  And  everyone  is 
reminded  that  when  the  day  comes  that  hon- 
est differences  of  opinion  no  longer  exist  in 
medicine,  there  will  probably  be  no  further 
need  for  doctors.  Consultations  remind  us 
that  medicine  remains  not  only  a science  but 
also  an  art  deeply  imbued  with  the  entire 
range  and  depth  of  the  human  experience. 

Do  we  need  to  continue  to  hone  and  refine 
the  ethics  and  etiquette  of  consultation?  You 
bet! 

— CSB 

REFERENCE 

1.  Percival  T:  Medical  Ethics;  or,  a Code  of  Institutes 
and  Precepts,  adapted  to  the  Professional  Conduct 
of  Physicians  and  Surgeons  (Manchester:  S.  Russell, 
1803),  34-35. 
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WALKER  GILL  WYLIE,  M.  D.  1848-1923 


On  January  12,  1996,  Dr.  Walker  Gill  Wiley 
was  inducted  into  the  South  Carolina  Hall  of 
Fame  in  an  impressive  ceremony.  Significant 
contributions  in  medicine,  health  care,  educa- 
tion, and  engineering  are  the  accomplish- 
ments that  secured  Dr.  Wiley’s  selection. 

Born  September  2,  1848.  in  Chester,  the  son 
of  Dr.  Alexander  Pearson  and  Juliet  Agnes 
Gill  Wylie,  Gill  was,  at  age  16,  a lieutenant  in 
the  Confederate  Army  in  charge  of  a compa- 
ny in  active  service. 

After  the  war,  he  enrolled  at  the  South  Car- 
olina College  (now  USC)  and  graduated  in 
1868  with  a degree  in  civil  engineering.  That 
same  year  he  entered  Bellevue  Medical  Col- 
lege where  he  received  his  M.  D.  degree  in 
1871.  While  interning  at  Bellevue,  he  was 
asked  by  a group  attempting  to  upgrade  the 
deplorable  conditions  in  the  hospital  to  make 
a trip  to  London  to  study  hospital  construc- 
tion and  nursing  systems.  He  was  especially 
interested  in  the  training  school  for  nurses 
that  had  been  established  by  Florence 
Nightingale,  and  his  reports  from  his  trip 
formed  the  basis  for  the  founding  of  the  first 
nurses’  training  school  in  the  United  States  at 
Bellevue  in  1 873. 

Dr.  Wylie  established  a successful  private 
practice  of  gynecology  and  abdominal 
surgery  and  was  a pioneer  in  the  study  of 


eugenics.  But  his  success  and  fame  in 
medicine  were  not  his  only  accomplishments. 

Wylie’s  greatest  influence  in  his  native  state 
was  in  the  field  of  hydroelectric  power.  With 
his  brother,  he  founded  the  Anderson  Water, 
Light  and  Power  Company  in  1896.  Four 
years  later  Wylie  founded  the  Catawba  Power 
Company  at  India  Hook,  near  Fort  Mill.  It 
was  he  who  interested  tobacco  tycoon,  James 
B.  Duke,  in  the  future  of  electricity.  Wylie 
sold  his  interest  in  the  hydroelectric  compa- 
nies to  the  Duke  Power  company  which 
brought  industry  and  prosperity  to  the  entire 
South  Carolina  Piedmont. 

In  1910  the  University  of  South  Carolina 
awarded  him  the  McMaster  Gold  Medal  as 
the  alumnus  who  had  contributed  the  most  to 
humanity.  Harvard,  in  1974,  honored  him 
with  the  Boyleston  Award  for  his  leadership 
in  modernizing  hospitals  and  hospital  man- 
agement. 

Dr.  Wylie  died  at  his  home  in  New  York  on 
March  13,  1923. 

Betty  Newsom 

The  Waring  Historical  Library 
ACKNOWLEDGMENT 
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THE  INTERIM  MEETING  OF  THE  AMA 
WASHINGTON,  D.  C. 
DECEMBER  3-6, 1995 


REPORT  OF  THE  SCMA  DELEGATION 


WALTER  J.  ROBERTS,  JR.,  M.  D.* 


The  Interim  meeting  of  the  American  Medical  Asso- 
ciation was  held  in  Washington,  D.C.,  December  3- 
6, 1995.  In  attendance  was  SCMA’s  delegation  which 
consisted  of  our  eight  delegates  and  alternate  dele- 
gates, SCMA  President  Ned  Nicholson  and  Presi- 
dent-Elect Carol  Nichols.  Also  in  attendance  for  our 
caucuses  and  other  functions  was  Dr.  Ed  Kimbrough, 
who  has  recently  become  the  delegate  from  the 
American  Orthopedic  Association.  Dr.  Kimbrough 
is  to  be  congratulated  upon  election  by  his  peers  to 
this  high  and  responsible  position,  and  his  presence 
with  our  delegation  adds  knowledge  and  prestige. 
SCMA  Chief  Executive  Officer  Bill  Mahon  and 
Senior  Vice-President  and  Legal  Counsel  Steve 
Williams  were  also  present. 

We  were  visited  during  our  session  by  Dr.  Carl  John- 
son, dermatologist  of  West  Columbia,  who  was  at  the 
meeting  representing  his  specialty  in  deliberations 
regarding  Medicare  Advisory  matters,  and  by  rep- 
resentatives from  the  Medical  School  Section  and 
Young  Physician’s  Section  of  AMA. 

Just  prior  to  the  meeting’s  opening,  the  AMA  Board 
of  Trustees  met.  As  most  of  you  probably  know, 
AMA’s  EVP,  Dr.  Jim  Todd  of  New  Jersey,  is  leaving 
the  office  in  June  of  this  year.  This  is  by  his  own 
choice,  since  everyone  feels  Jim  has  done  a superb 
job  as  EVP  and  will  be  sorely  missed.  Dr.  John 
Seward  is  assuming  the  EVP  position.  Dr.  Seward 
is  a family  practitioner  from  Illinois  and  has  been 
Chair  of  the  AMA  Board  of Trustees  until  he  accept- 
ed this  new  challenge.  Upon  his  resignation,  the  new 
Chairman  of  the  Board  is  Dr.  Nancy  Dickey  of  Texas, 
the  first  woman  Chairman,  and  to  the  delight  of  our 
delegation  and  to  our  state.  Dr.  Randy  Smoak  was 
elected  Secretary-Treasurer  of  the  Board.  This  lat- 
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est  achievement  places  Randy  in  a position  of  great 
prominence  in  the  American  Medical  Association, 
benefitting  our  interests  at  national  level  by  a place 
at  the  table  in  all  national  dialogue.  As  we  have  said 
on  previous  occasions.  Dr.  Smoak ’s  rise  to  nation- 
al prominence  has  been  meteoric  and  his  impact  great 
in  decisions  regarding  medical  matters  nationally.  We 
once  more  congratulate  Randy. 

Incidentally,  Dr.  Seward  has  kindly  accepted  our  invi- 
tation to  attend  SCMA’s  Annual  Meeting  in 
Charleston  in  April.  I hope  each  of  you  will  come  and 
meet  John,  since  he  is  a great  guy  in  addition  to  being 
a uniquely  capable  guy.  He  has  “big  shoes  to  fill”  in 
following  Jim  Todd,  in  my  opinion,  but  I am  sure  he 
will  prove  to  be  a fine  EVP. 

Regarding  actions  of  the  House  of  Delegates,  allow 
me,  in  “bullet”  fashion  to  touch  upon  decisions  which 
I think  will  interest  you  as  SCMA  members,  many 
of  these  having  far-reaching  effect  on  you  and  on 
your  patients. 

❖ The  “Study  of  the  Federation”  has  been  a hot 
topic  at  AMA  meetings  for  the  past  two  years,  and 
will  continue  to  be  for  the  coming  years,  I am  sure. 
Our  President,  Dr.  Ned  Nicholson,  has  devoted  his 
“President’s  Page”  in  the  last  two  issues  of  this  jour- 
nal to  discussion  of  this  most  important  subject  and 
I refer  you  to  his  excellent  articles.  I do  feel  obliged 
to  comment  that  I feel  that  what  has  transpired  so  far 
has  been  meaningful,  that  there  is  genuine  consen- 
sus that  some  restructuring  of  AMA  is  needed  and 
that  these  changes  will  hopefully  bring  the  total 
“House  of  Medicine”  closer  together.  It  is  human 
nature  for  each  of  us,  whether  “specialists”  or  “pri- 
mary care  physicians,”  whether  in  private  practice 
or  teaching,  whether  USA  graduates  or  internation- 
al medical  school  graduates — each  of  us  will  harbor 


some  private  “agenda”  which  tends  to  benefit  us. 
What  we  need  to  understand  is  that  unless  we  remain 
united  as  a profession,  without  parochial  interests 
which  can  truly  divide  us,  we  will  in  time  become 
the  pawns  in  the  business  interests  which  seek  to  dic- 
tate how  we  will  practice  our  noble  profession. 

❖ Speaker  of  the  House  Newt  Gingrich  spoke  to 
the  House  of  Delegates  for  some  45  minutes  on 
December  5th.  At  that  time,  the  effort  toward  achiev- 
ing some  satisfactory  compromise  in  the  balanced 
budget  debate  was  just  beginning.  As  I write  this 
report  to  you,  the  debate  still  continues,  a month  later. 
AMA  continues  to  work  closely  with  GOP  leaders, 
we  are  told,  in  helping  structure  changes  in  Medicare, 
which  appear  to  be  the  major  contentions  in  the 
debate.  The  greatly  hoped-for  portions  of  the  bill  - 
tort  reform  and  anti-trust  relief  for  physicians  - seem 
to  be  hanging  tenuously  at  best.  Mr.  Gingrich  did 
renew  a promise  he  has  made  regarding  his  plan  for 
congressional  hearings  about  the  HMO  industry, 
which  he  feels  has  become  a “concentration  of 
power”  in  the  nation  which  can  dictate  the  direction 
of  medical  care.  He  feels  this  power  should  not  reside 
in  the  insurance  industry,  nor  in  the  hands  of 
entrepreneurs  whose  principle  concern  is  making 
money,  and  it  is  clear  that  we  agree  with  this  posture. 

❖ Several  resolutions  presented  called  for  a manda- 
tory “point  of  service”  option  to  be  included  in  all 
managed  care  plans.  After  prolonged  debate,  and 
after  a narrow-margin  defeat  of  this  idea,  the  debate 
in  the  House  of  Delegates  continues.  Existing  AMA 
policy  calls  for  plans  to  give  the  patients  the  option 
of  electing  whether  they  choose  a point  of  service 
benefit,  which  will  give  access  to  out-of-panel  doc- 
tors, generally  at  an  increased  price  compared  with 
in-panel  physicians. 

❖ There  is  great  concern  among  medical  educa- 
tors that  funding  for  graduate  medical  education  will 
be  greatly  curtailed  in  the  budget  reduction  plans. 
There  is  much  sentiment  that  HMOs  and  other  man- 
aged care  plans  should  be  paying  a part  of  these  edu- 
cational costs.  I agree,  but  like  those  proponents  of 


such  ideas,  see  great  problems  in  implementation, 
since  endorsement  by  the  managed  care  industry  will 
not,  in  my  opinion,  be  readily  forthcoming. 

❖ In  my  last  report  to  you,  following  the  Annual 
AMA  meeting  in  June,  I discussed  portions  of  the 
McCarran-Ferguson  Act  which  allows  insurance 
companies  to  share  information  regarding  charges  by 
and  payment  to  physicians  for  their  services.  This 
clearly  gives  the  insurance  industry  advantage  in 
establishing  their  payment  schedules.  Such  action  by 
a group  of  physicians  would  invite  anti-trust  litiga- 
tion promptly,  it  has  been  provea  The  Board  of 
Trustees  of  AMA  carefully  looked  at  all  sides  of  an 
effort  to  repeal  McCarran-Ferguson.  All  things  con- 
sidered, the  Act  has  certain  elements  which  protect 
small  insurers  in  their  competition  with  the  large 
insurance  companies  which,  if  lost,  would  work  to 
the  determent  of  physicians.  For  this  reason,  a report 
from  the  Board  suggests  we  continue  to  work  in  other 
ways  to  secure  the  anti-trust  changes  so  badly  need- 
ed by  physicians,  and  not  to  work  for  repeal  of 
McCarran-Ferguson.  The  House  of  Delegates  accept- 
ed this  plan. 

❖ As  in  my  previous  reports  to  you,  the  member- 
ship of  SCMA,  I have  scarcely  “scratched  the  sur- 
face” of  the  activities  of  the  most  recent  AMA  meet- 
ing. These  preceding  issues  are  important,  but  there 
are  many,  many  more  which  bear  heavily  on  our  abil- 
ity to  practice  medicine  in  the  current  environment 
of  governmental  constraints  and  hassles,  and  in  the 
imposition  of  managed  care  dogma  upon  us.  Your 
AMA  makes  an  effort  to  address  these  issues  in  a 
manner  and  with  a resolve  to  benefit  all  American 
physicians.  Your  advice  and  counsel  and  support  is 
vital  to  us,  your  delegation  at  national  level  discus- 
sions, so  please  make  us  aware  of  your  concerns  and 
wishes.  We  will  continue,  I can  assure  you,  to  make 
an  effort  to  answer  those  concerns  as  best  we  can. 

Thank  you  again  for  the  opportunity  to  serve  you  as 
your  AMA  delegation. 

□ 
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Alliance  Page 


AMAA  LEADERSHIP  CONFLUENCE  I 
October  8-10, 1995,  Chicago,  IL 

The  American  Medical  Association  Alliance  (AMAA)  held  Leadership  Confluence  I,  October  8- 
10,  1995,  at  The  Drake  in  Chicago.  County  presidents-elect  joined  with  state  and  national  offi- 
cers to  focus,  in  part,  on  issues  of  violence  as  related  to  substance  abuse,  the  media,  medical  fam- 
ilies, and  the  community.  Other  sessions  were  directed  toward  development  of  leadership  skills 
and  the  exchange  of  ideas  among  physician  spouses  from  across  the  country.  Speakers  included 
AMA  President,  Lonnie  R.  Bristow,  M.  D.,  and  others  with  expertise  in  specific  areas  of  violence 
and  leadership. 

In  attendance  from  South  Carolina  were  Hope  Grayson,  AMAA,  By-Laws  Committee  Chair; 
Janelle  Othersen,  SCMAA  President-elect;  Penny  Wilson,  current  Charleston  County  President; 
and  presidents-elect  Myra  Quigley,  Charleston;  Sarah  McCraw,  Greenville;  Sheryl  McElwee, 
Greenwood;  Ann  Keisler,  Lexington;  and  Mary  McFadden,  Columbia. 

Myra  Quigley 

President-elect,  Charleston  County 


January  1996 
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INFORMATION  FOR  AUTHORS 


The  mission  of  The  Journal  is  to  advance  the 
art  and  science  of  medicine;  to  promote  the 
ideals  of  the  South  Carolina  Medical  Associa- 
tion; to  encourage  scholarship  and  good  will 
among  South  Carolina  physicians;  and  to  dis- 
seminate information  specifically  applicable 
to  the  health  care  of  South  Carolinians.  We 
encourage  original  articles  and  letters  to  the 
editor  of  potential  benefit  and  interest  to  the 
members  of  the  South  Carolina  Medical 
Association. 

CORRESPONDENCE:  All  manuscripts  and 
correspondence  should  be  addressed  to  The 
Editor.  The  Journal  of  the  South  Carolina 
Medical  Association,  PO  Box  11188, 
Columbia,  SC  29211. 

COPYRIGHT:  All  manuscripts  should  be 
accompanied  by  a transmittal  letter  to  the  editor, 
which  should  contain  the  following  paragraph: 
“This  original  work  has  not  been  submitted 
or  published  elsewhere,  in  entirety  or  in 
part.  I (we)  hereby  transfer,  assign,  or  other- 
wise covey  all  copyright  ownership  to  the 
South  Carolina  Medical  Association  in  the 
event  that  this  work  is  published  by  the 
SCMA.” 

We  request  authors  to  advise  the  editor  of 
any  prior  or  anticipated  duplication  of  their 
work  in  other  publications.  Submission  of 
material  as  a “companion  article”  to  material 
submitted  elsewhere  is  discouraged. 

PRIORITY  FOR  PUBLICATION:  The 

Journal  was  founded  in  1905  especially  as  a 
place  for  practicing  physicians  to  publish 
their  original  observations.  This  purpose  con- 
tinues to  receive  priority.  Growth  of  institu- 
tions, especially  of  medical  school  faculties, 
during  this  century  may  be,  at  least  in  part, 
responsible  for  a decreased  tendency  for  prac- 
ticing physicians  to  attempt  scholarly  work. 
Concerned  about  this  trend,  The  Journal 
encourages  practicing  physicians  to  report 
original  observations,  including  series  of 
cases  or  individual  case  reports. 


The  Journal  also  welcomes  timely  review 
articles  by  institution-based  physicians.  How- 
ever, it  is  the  philosophy  of  the  Editorial 
Board  that  state  medical  journals  do  not  rep- 
resent an  appropriate  forum  for  research  find- 
ings of  a specialized  nature.  Such  findings,  it 
is  felt,  belong  in  national  or  regional  specialty 
or  subspecialty  journals.  Articles  by  institu- 
tion-based physicians  should  serve  the  infor- 
mation needs  of  a general  physician  reader- 
ship.  Articles  dealing  with  social,  economic, 
and  ethical  issues  are  strongly  encouraged. 
Historical  or  philosophical  essays  are  also 
welcomed,  although  these  are  given  lower 
priority  compared  to  the  above  categories. 

On  account  of  both  space  limitations  and 
also  our  desire  to  encourage  scholarship  by  as 
many  South  Carolina  physicians  as  possible, 
it  is  our  policy  to  decline  publication  of  more 
than  two  (2)  manuscripts  by  one  author  or 
group  of  authors  within  any  calendar  year  or 
1 2-month  period. 

REVIEWING  AND  RESPONSIBILITY 
TO  READERSHIP:  We  will  make  every 
effort  to  review  manuscripts  promptly.  All 
manuscripts  will  be  reviewed  by  our  editorial 
office,  and  when  indicated  the  opinions  of 
outside  consultants  will  be  solicited. 

We  welcome  criticisms  of  journal  content 
by  members  of  the  South  Carolina  Medical 
Association. 

FINANCIAL  DISCLOSURE:  Upon  accep 
tance  of  manuscripts  for  publication,  we 
require  disclosure  of  financial  interest  in 


TYPES  OF  ARTICLES  ESPECIALLY  WEL- 
COMED FOR  CONSIDERATION 

1.  Original  scientific  observations  (including  case 
reports)  made  by  practicing  physicians. 

2.  Concise,  timely  review  articles  (see  “Priority  for 
Publication”). 

3.  Articles  pertaining  to  current  social,  economic, 
and/or  ethical  issues  affecting  the  practice  of 
medicine. 

4.  Information  uniquely  pertinent  to  the  health  care  of 
South  Carolinians. 
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pharmaceutical  firms  or  other  business  enter- 
prises when  such  disclosure  seems  to  be 
appropriate  to  the  editor  or  to  members  of  the 
Editorial  Board. 

REPRINTS:  These  will  be  made  available 
by  the  printer  at  established  rates,  at  the  time 
of  mailing  of  galley  proofs. 

LENGTH  OF  ARTICLES:  We  prefer  con- 
cise articles  of  approximately  2,500  words 
(approximately  eight  typewritten  pages,  dou- 
ble spaced),  with  no  more  than  10  references. 

We  regret  that  space  considerations  limit 
our  ability  to  publish  longer  articles,  and 
request  that  authors  adhere  to  the  above 
guidelines.  Similarly,  tables  and  illustrations 
(see  below),  should  be  kept  to  a minimum, 
and  be  specific  and  pertinent. 

Authors  desiring  to  make  additional  data  or 
additional  references  available  to  readers  are 
encouraged  to  do  so  by  adding  footnotes  to 
the  effect  that  “additional  references  (or 
tables  derived  from  this  data  base,  etc.)  are 
available  from  the  author(s)  upon  request.” 

MANUSCRIPTS:  If  available,  these  should 
be  furnished  on  a 3 1/2”  disk,  with  two  type- 
written hard  copies.  Otherwise,  they  should 
be  typewritten,  double-spaced,  and  on  one 
side  of  the  paper.  The  original  and  one  copy 
should  be  submitted.  The  title  page  should 
indicate  the  title,  author(s),  author’s  address, 
and  academic  appointments,  if  any.  We 
request  that  the  author’s  name  not  appear  on 
subsequent  pages,  to  permit  “blind”  review  of 
the  article,  when  desired.  Authors  should 
retain  one  copy  for  use  in  proofing.  Written 
correspondence  concerning  proposed  (poten- 
tial) manuscripts  is  welcomed. 

ILLUSTRATIONS:  These  should  be  sub- 
mitted as  glossy,  black  and  white  prints  no 
larger  than  a standard  page;  smaller  prints  are 
desired.  Ordinarily,  publication  of  four  small 
illustrations  or  tables,  or  the  equivalent,  will 
be  paid  for  by  The  Journal.  Any  number 
beyond  this  must  be  paid  for  by  the  author 


except  under  unusual  conditions.  Illustrations 
should  not  be  mounted,  stapled,  or  clipped. 
On  the  back  side  of  each  illustration,  the  arti- 
cle title,  figure  number,  and  top  of  figure  (but 
not  the  author)  should  be  noted  lightly  in  pen- 
cil. Legends  for  illustrations  should  be  typed 
on  a separate  sheet  of  paper. 

REFERENCES:  These  should  be  cited  con- 
secutively in  the  text,  in  superscript,  e.g., 
“Bottsford,  et  al.3 ...”  We  recommend  no  more 
than  10  references,  selected  from  more  recent 
publications  in  accessible  journals  in  most 
instances.  Standard  journal  abbreviations 
should  be  used,  with  the  style  for  journal  arti- 
cle being  as  follows: 

3.  Bottsford  JE,  Bearden  RC,  Bottsford  JG;  A ten 
year  community  hospital  experience  with  abdominal 
aorta  aneurysms.  J SC  Med  Assoc  79:57-62,  1983. 

SYMPOSIUM  ISSUES:  We  welcome  pro- 
posals for  special  symposium  issues.  Guide- 
lines for  Guest  Editors  of  symposium  issues 
are  available  from  The  Journal  office. 

MATERIAL  FOR  COVER:  The  illustra- 
tions for  the  cover  of  The  Journal  are  selected 
by  the  Curator  of  the  Waring  Historical 
Library,  Charleston,  S.C.  The  Journal  wel- 
comes suggestions  and  illustrations  for  the 
cover.  Such  suggestions  should  be  sent  to  the 
editorial  office. 


ROE  FOUNDATION  AWARDS 

Through  a gift  by  the  Roe  Foundation,  a Thomas  A. 
and  Shirley  W.  Roe  award  of  $3,000  has  been  given 
each  year  since  1985.  The  award  is  given  on  alternate 
years  to  a practicing  physician  or  to  an  institution- 
based  physician. 

All  manuscripts  submitted  by  South  Carolina  physi- 
cians will  be  considered  for  the  award.  Thus, 
manuscripts  should  not  be  submitted  specifically  for 
this  award;  rather  they  should  adhere  to  our  priorities 
for  publication.  On  alternate  years,  all  articles  pub- 
lished during  the  previous  two  years  by  either  practic- 
ing physicians  or  by  institution-based  physicians  are 
reviewed  and  judged  by  our  Editorial  Board.  The 
board  may  consult,  when  appropriate,  with  outside  ref- 
erees prior  to  rendering  its  decision. 

Presentation  of  the  award  is  made  before  the  House 
of  Delegates  at  the  annual  meeting  of  the  South  Caroli- 
na Medical  Association. 


January  1996 
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WANTED!:  Established  practice  now 
recruiting  primary  care  physicians  statewide. 
Excellent  benefits  available,  no  management 
worries.  Also  very  interest  in  possible  prac- 
tice acquisitions.  If  interested,  direct  CVs, 
correspondence  to  Doctor's  Care  Central, 
6168  St.  Andrews  Rd.,  Columbia,  SC  29212- 
3132,  Attn:  Physician  Placement. 

ORANGEBURG  AND  CALHOUN 
COUNTIES  have  practice  opportunities  for 
graduating  residents/fellows  and  experienced 
practitioners  in  the  following  specialties: 
Emergency  Medicine,  Endocrinology,  Infec- 


tious Diseases,  Obstetrics-Gynecology  and 
Rheumatology.  Practice  incentives  and  relo- 
cation assistance  are  available.  Contact  Dr. 
Chermol,  The  Regional  Medical  Center,  at 
(800)  866-6045. 

PRIVATELY  OWNED  FAMILY  PRAC- 
TICE GROUP  in  rapidly  growing,  economi- 
cally diverse  community  seeking  family  prac- 
tice physician  to  join  partnership.  Four  and 
one-hall' day  work  week,  no  hospital,  or  nurs- 
ing home  work.  No  HMOs.  Competitive 
salary  benefits.  Send  resume  to  PO  Box  887, 
Simpsonville,  SC  29681. 
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Matters  of  Interest 
to  South  Carolina 
Physicians.  yy 


Thornton  & Thorne  give  the  medical  community  something  to  think  about  this  month. 


Disability  Insurance 


Although  there  have  been  recent  changes,  The  SCMA  Disability  Insurance  Program 
still  offers  you  the  best  value  available  in  disability  insurance. 

The  SCMA  program  offers: 

• 25%  premium  discount  to  SCMA  members 

• policy  issued  by  Connecticut  Mutual 

• non-cancelable  policy  which  you  own  and  control 

• no  changes  in  the  policy  can  be  made  prior  to  age  65 

• premium  is  guaranteed  not  to  change  prior  to  your  age  65 

• highest  quality  definitions 

• same  rates  for  males  and  females 


Information  current  as  of  January  1,  1996 


We  don’t  know  how  long  we  will  be  able  to  offer  this  fine  product  but  today  we  have  the 

best  value  in  disability  insurance  for  any  SCMA  member 

Compare  the  contractual  provisions  and  premiums  to  any  competing  product  and  you’ll 
agree.  By  acting  now,  you  can  lock  in  today’s  premium  and  benefits  before  they 
change. 

Return  the  enclosed  response  card  to  receive  information. 


MAIL  RESPONSE  TO: 

Carolina  Physicians  Advisory  Service 
Post  Office  Box  688 
Columbia , SC  29202-0688 

Name 

Specialty 

Address 

City  Zip 

Have  vou  used  tobacco  in  the  past  12  months?  YES  NO 

DOB  SEX 

MONTHLY  BENEFIT  DESIRED  $ 

Views  expressed  herein  are  those  of  the  authors  only  and  in  no  way  represent  the  SCMA.  We  do  not  give  tax  advice.  Only 
your  attorney  and  accountant  are  qualified  to  do  so 


Carolina  Physicians 
Advisory  Service 


Billy  M.  Thornton 
John  T.  Thorne 


Sewing  the  members  of  the  South  Carolina  Medical  Community. 
P.O.  Box  688  • Columbia,  SC  29202  • (803)  254-0002  • Fax  (803)  765-2403 


1 -800-742-3669 


/MV 

(B) 


Health 

Volunteers 

Overseas 


Health 
Volunteers 
Overseas  is 
dedicated  to  improving  the 
availability  and  quality  of  health  care 
in  developing  countries  through 
training  and  education.  Volunteer 
your  skills!  Become  a member 
of  Health  Volunteers  Overseas! 


Call  202-296-0928 


_ _ C'TF'Of  AHVAMTATF 


SPARTANBURG,  SOUTH  CAROLINA 

EMERGENCY  MEDICINE  OPPORTUNITY 

Spartanburg  is  located  in  the  northwestern  corner  of  South  Carolina,  less  than  one  hour  away  from  the 
Blue  Ridge  Mountains  and  just  hours  to  the  sunny  beaches  of  the  state. 

Full-time  Emergency  Medicine  opportunity.  226-bed  facility,  23,000  annual  patient  visits  in  the 
Emergency  Department  with  physician  double  coverage.  Candidates  should  be  Board  Certified  in  a 
Primary  Care  Specialty  or  Board  Eligible/Board  Certified  in  Emergency  Medicine  with  significant 

Emergency  Medicine  experience. 

Excellent  compensation  package  including: 

* Paid  Malpractice  with  extended  coverage 

* Discounted  disability  coverage  (30%  off  premiums) 

* Continuing  Medical  Education  (tuition  at  no  charge) 

* NO  RESTRICTIVE  COVENANTS  in  contract  agreements 

Please  contact  Jim  Rousos  at  800-874-4053 

We  look  forward  to  hearing  from  you! 

FOSTERLING 

mLJ  HEALTHCARE  GROUP 
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More  than  40%  of  all  South 
Carolina  physicians  in  private 
practice  use  CompuSystems’ 
Medical  Practice  Management 
System  to  work  more 
efficiently  and  profitably. 
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What  can  a map  tell  you  about  a computer  system? 


: 


Plenty  — if,  like  this  one,  it  shows 
how  many  medical  offices  in  South 
Carolina  use  a particular  practice 
management  system  to  run  more 
efficiently,  effectively,  and  profitably 

For  example,  it  might  show  how  a 
16-year  commitment  to  "Working  for 
Physicians"  has  resulted  in  over  660 
installations  in  South  Carolina, 
representing  some  1,930  physicians  — 
over  40%  of  the  4,600  in  private  practice 
in  the  state! 

It  might  bring  home  how  features 
like  "on-the-fly"  refiling,  encounter- 
form  tracking,  and  direct  transmission 
to  South  Carolina  Medicare,  Medicaid, 
and  Blue  Cross /Blue  Shield  (with  no 


per-claim  charges)  are  improving 
physicians'  revenue. 

It  could  clarify  how  critical  "one- 
call"  support  can  be  in  helping  offices 
stay  productive  — how  telephone 
support  staff,  software  and  hardware 
engineers,  technicians,  trainers,  and  a 
fleet  of  sendee  vans  can  provide 
support  unmatched  in  the  industry. 

It  might  demonstrate  how  technical 
expertise  brings  a host  of  innovations, 
starting  with  the  first  integrated,  direct 
electronic  claims  capability  in  a practice 
management  system. 

Or  it  could  validate  the  concept  of 
regional  focus:  By  selling  systems  only 
in  the  Southeast,  a computer  company 


can  keep  customers  up  to  date  on  the  j i ; 
latest  insurance  filing  requirements. 

It  could  emphasize  the  flexibility  of  : - 
multi-user,  multi-tasking  software  that  j ? 
runs  on  the  most  popular  operating 

"j 

system  in  the  world. 

And  it  could  illustrate  the  value  of 
having  a computer  vendor  with  a 
vision  for  the  future  and  the  expertise  to 
make  that  vision  work  for  you. 


©MpaSystems 

inc. 

Carolina  Research  Park  • One  Science  Court 
Columbia,  SC  29203-9356 

800-800-6472  • 803-735-7700 
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SPECIAL  ISSUE:  ETHICAL  ISSUES  IN  ASSISTED  DYING 
EXPLORING  THE  VALLEY  OF  THE  SHADOW  OF  DEATH 


GUEST  EDITOR:  MARY  FAITH  MARSHALL,  PH.  D 
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The  Doctors  Advisory  Network 

You  make  the  call.  We  make  the  connection. 


Free  referrals.  A free  phone  call.  What 
could  possibly  be  better?  How  about 
a choice  of  top-line,  managed  care 
experts  in  your  neck  of  the  woods? 

One  call  to  the  Doctors  Advisory 
Network  is  all  it  takes  to  access 
physician-friendly  lawyers,  business 
consultants  and  actuaries.  As  a 
member  of  the  American  Medical 
Association  (AMA),  you  can  use  this 
service  any  time  you  need  it  — free! 
Nonmembers  pay  a nominal  fee. 


The  Doctors  Advisory  Network  has 
made  more  than  4,000  referrals  across 
the  country. 

You’ll  receive  a Network  starter  kit 
including  a complimentary  booklet  — 
A Physician’s  Guide  to  Selecting 
and  Working  with  a Managed  Care 
Attorney  or  Consultant. 

Call  toll  free  800  AMA-1066,  and  press  2. 

The  Doctors  Advisory  Network. 
Your  direct  line  to  managed  care 
solutions. 


American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 


No  one  mentioned  a preauthorization.  Is  that 
something  you  can  give  her?  By  the  way , what 
is  a preauthorization? 


Mix-ups  like  this  throw  your  practice's  schedule 
off  and  frustrate  patients.  So  head  off  problems, 
and  run  your  office  smoothly  with  PAID  TV  Plus. 

PAID  IV  Plus,  Companion  Technologies’  private 
label  version  of  The  Medical  Manager-,  is  the 
complete  practice  management  software  system 
that's  easy  to  use.  With  just  a few  simple  keystrokes, 
you'll  master  managed  care  functions,  including:^ 

Quickly  checking  for  treatment 
preauthorizations  and  patient  eligibility 

Maintaining  insurance  policy  limits 

Handling  multiple  insurance  providers 
for  a single  patient 

Producing  numerous  practice  reports 


Knowing  which  services  are  not  covered 

PAID  IV  Plus  actually  makes  “managed  care” 
manageable.  And  your  life  a lot  less  complex. 

Learn  what  else  PAID  IV  Plus  can  do  for  you. 
Call  Companion  Technologies  for  information  or 
to  schedule  a system  demonstration. 


1-800-382-PAID  (7243) 
or  fax  (803)  699-2384 

PAID  IV  Plus.  Because  patients  cant  remember 
everything,  and  you  have  to. 


Companion  Technologies 

Modern  technology  for  practice  management. 


Or  An  Operation 
That'll  Make 
You  Feel  Better 


As  an  Air  Force  Reserve  physician, 
you'll  experience  all  the  rewards  of 
providing  care.  And  then  some. 

Because  as  part  of  our  nation's  vital 
defense  team,  you'll  help  protect 
the  strength  and  pride  of  America. 

In  the  Air  Force  Reserve,  you'll  feel 
the  excitement  a change  of  pace 
brings  as  you  gain  the  prestige  of 
military  rank  and  the  privilege  of 
working  with  some  of  the  world's 
best  medical  professionals.  And, 
you  can  update  your  knowledge 
through  the  Air  Force  Reserve's 
wide  selection  of  continuing  edu- 
cational opportunities. 

With  our  new,  flexible  schedule 
programs,  it's  never  been  easier  to 
give  something  back  to  your 
country. 

The  Air  Force  Reserve.  It's  a great 
way  to  serve. 


Call:  (803)5664910 

Or  write  To: 

MSGT  KIM  DRAPER 
AFRRCS/RSHS 
105  Arthur  Dr,  RM  1 12 
Charleston  AFB,  SC  294044823 


A GREAT  WAY  TO  SERVE 


PROBLEMS  WITH  MANAGED  CARE 


I have  recently  had  two  experiences  with  managed  care  organizations  which  disturhed“me-a^ 
great  deal.  The  first  involves  a family  that  1 have  treated  for  many  years.  The  father  works  about 
30  miles  away  in  Augusta.  Georgia.  His  company  enrolled  him  in  a managed  care  plan  which  has 
no  doctors  in  our  county,  nor  did  it  recruit  any.  The  family  has  been  assigned  to  a primary  care 
physician  whose  office  is  approximately  one  hour  away.  They  will  also  have  to  use  a hospital  at 
that  location  though  the  father  has  serious  cardiovascular  problems  treated  in  the  past  by  an 
excellent  group  of  cardiologists  who  are  only  30  minutes  away.  However,  this  group  does  not 
practice  at  the  newly  assigned  hospital.  The  second  situation  involves  a family  that  lives  30  miles 
from  me.  They  have  been  assigned  to  me  although  they  have  never  seen  me  before  and  they  have 
a child  with  severe  asthma  who  has  to  see  a physician  frequently  on  an  emergency  basis. 

Neither  of  these  families  is  being  well  served  by  their  managed  care  plans.  Besides  the 
inconvenience  of  driving  long  distances  for  their  care,  the  health  of  their  families  may  be 
compromised  in  cases  of  emergencies.  What  happened  to  the  idea  that  each  employer  would 
offer  a choice  of  plans  to  meet  the  needs  of  its  employees?  My  only  suggestion  to  these  families 
was  to  talk  to  their  respective  personnel  managers  and  complain.  I know  one  company  which 
changed  its  health  plan  because  of  complaints  from  its  employees. 

Where  does  this  lead  us?  The  fierce  competition  by  for-profit  managed  care  organizations  to 
make  substantial  profit  while  offering  a low-cost  plan  to  employers  leaves  no  room  for  individual 
considerations  of  patients’  needs.  For  our  part,  reduced  payments  to  providers  in  the  name  of 
lowering  costs  may  ultimately  lower  the  quality  of  health  care. 

One  answer  may  be  more  regulation  of  the  health  care  industry.  In  my  opinion.  Congress  is  not 
likely  to  do  this  anytime  soon  because  of  its  drive  to  reduce  bureaucracy  and  eliminate 
government  regulations.  Another  answer  to  this  problem  would  be  non-profit  organizations  of 
doctors  and  other  providers,  such  as  our  Physicians  Care  Network,  which  can  probably  deliver 
health  care  at  a lower  cost  and  with  more  compassion  than  a company  which  is  driven  by  its 
profit  margin  and  by  its  price  on  the  stock  market. 

The  only  other  option  that  1 see  is  a single  payer  system.  Organized  medicine  has  fought  this 
concept  for  years,  probably  because  we  have  seen  so  many  mistakes  made  by  our  government  in 
administering  Medicare  and  Medicaid.  However,  I have  been  told  by  some  doctors  that  this 
option  seems  more  attractive  to  many  in  private  practice.  I must  admit  that  it  has  become  almost 
impossible  for  the  business  manager  of  my  own  office  to  keep  up  with  the  many  different  plans 
we  have  had  to  sign  onto  in  order  to  serve  our  patients.  Each  plan  has  a different  withhold,  and 
different  methods  of  paying;  patients  also  frequently  switch  plans,  further  complicating  matters. 

The  choices  are  few,  the  stakes  are  high,  and  the  time  is  now.  We  must  become  involved  as 
physicians  to  protect  our  patients’  health. 


7 W?  774^7^. 


February  1996 


Benjamin  E.  Nicholson,  M.  D. 
President 
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INTRODUCTION 


CHARLES  R.  DUNCAN,  JR.,  M.  D.* 


The  field  of  medical  ethics  continues  to 
grow  as  the  complexities  of  modern  medical 
practice  with  all  of  its  economic  influences 
and  increasing  patient  expectations  continue 
to  erode  the  physician-patient  relationship. 

The  Medical  Ethics  Committee  of  the  South 
Carolina  Medical  Association  continues  to 
work  on  issues  to  develop  a body  of  useful 
information  for  South  Carolina  physicians 
about  the  ethical  issues  facing  practitioners  in 
today’s  health  care  environment. 

Interestingly,  some  issues  have  been  with  us 
for  a long  time.  At  its  annual  meeting  in 
1878,  the  SCMA  appointed  a committee  to 
draft  a report  on  the  subject  of  euthanasia.  Dr. 
T.  T.  Robertson,  a proponent  of  euthanasia 
and  an  SCMA  member,  predicted  in  1878 
that  euthanasia  would  become  as  widely 
accepted  as  the  Copernican  system  of  astron- 
omy. 

In  this  symposium  issue,  we  approach  the 
complex  issue  of  assisted  death  from  numer- 
ous points  of  view  in  order  to  describe  in 
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detail  the  arguments  for  and  against  assisted 
death  and  point  out  the  ethical  pitfalls 
involved  with  these  positions.. 

We  are  honored  to  share  our  work  in  this 
issue  of  The  Journal.  □ 
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rale  of  poorly  controlled  pain.  Theoretically, 
at  least,  no  one  need  he  in  severe  pain  since 
obtundation  with  profound  sedation  or  anes- 
thesia is  an  option.  This  option  is  a trade-off 
involving  institutional  care  with  accompany- 
ing routines  and  procedures  which  may  pro- 
ject the  dying  process  into  the  semi-public 
arena.  Modern  pain  control  methodology  and 
home-based  hospice  programs  have  resulted 
in  a decline  in  use  of  this  option  in  the  past 
decade. 

Shortness  of  breath  is  potentially  terrifying 
and  has  been  reported  in  about  one  in  four 
dying  patients.  Again,  substantial  obtundation 
may  be  necessary  for  relief. 

Loss  of  cognitive  function  is  a major  fear  of 
those  contemplating  their  own  dying  process. 
This  may  occur  in  the  form  of  delirium, 
stroke,  depression  or  dementia.  Most  studies 
of  cancer  patients  describe  the  incidence  of 
depression  as  being  one  in  four.  Good  data 
are  lacking  about  the  effectiveness  of  man- 
agement of  depressed  dying  patients.  The  rate 
of  serious  dementia  is  19  percent  in  those 
aged  75  to  84  and  47  percent  in  those  85  or 
older.  Dementia  transfers  the  suffering  to  the 
caregivers. 

Fatigue  and/or  weariness  with  life  are  com- 
mon in  patients  with  fatal  illnesses.  Nine  out 
of  ten  cancer  patients  reported  fatigue  in  one 
report.  In  the  Netherlands,  weariness  with  life 
was  the  primary  reason  for  requesting 
euthanasia  or  assisted  suicide  in  one  out  of 
five  cases. 

Other  miscellaneous  physical  symptoms 
which  can  be  troublesome  for  the  dying 
patient  are  hiccoughs,  mouth  sores,  skin 
breakdown,  constipation,  urinary  retention 
and/or  incontinence,  fecal  incontinence,  nau- 
sea, loss  of  appetite  and  itching.  Although 
these  problems  can  be  at  least  partially 
improved  by  medical  treatment,  incomplete 
relief  is  common.  Effective  treatment  may 
require  institutional  care,  which  means  sepa- 
ration from  preferred  environments  and  com- 
pany of  friends  and  family,  plus  loss  of  con- 
trol over  one's  daily  schedule  and  privacy. 

The  site  of  death  has  changed  remarkably  in 


the  late  20th  century  from  predominately  at 
home  to  75  percent  in  hospitals  and  nursing 
homes.  Options  are  seriously  limited  by  lack 
of  personal  financial  resources  and  infrequent 
availability  of  family  or  friends  with  optional 
time  to  assist  in  the  activities  of  daily  living 
which,  along  with  medical  care,  are  needed 
by  so  many  dying  patients. 

Callahan5  lists  among  his  personal  prefer- 
ences that  he  die  in  the  company  of  people 
who  are  not  strangers.  More  could  be  done  to 
accomplish  this  in  hospitals  by  suspending 
some  routines  such  as  vital  sign  checks  at 
arbitrary  times  and  limited  visiting  hours; 
however,  designing  unique  patient  and  family 
privileges  is  never  easy  in  a hospital  environ- 
ment designed  to  maximize  complex  acute 
diagnostic  and  interventional  care  for  very  ill 
patients  in  a cost-effective  manner. 

Avoidance  of  futile  treatment  is  potentially 
under  the  control  of  doctors  and  patients  and 
families  working  together  to  design  an  opti- 
mal course.  Futile  care  will  occur  if  doctors 
routinely  “do  everything"  and  patients  mis- 
takenly believe  in  miracles. 

The  fifth  concern  is  the  fear  of  abandonment 
and  associated  loneliness.  Both  can  be  over- 
come provided  the  necessary  resources  are 
available.  Studies  have  shown  that  physicians 
tend  to  spend  more  time  with  those  whom 
they  may  potentially  cure  than  with  those  in 
need  of  a special  form  of  “intensive  care" 
called  comfort  care  for  the  dying.  Comfort 
care  can  be  time  consuming  and  difficult  to  do 
well.  Despite  the  fact  that  all  physicians  in  pri- 
mary care  and  many  in  other  specialties  take 
care  of  dying  patients,  medical  text  books  and 
training  programs  have  traditionally  almost 
completely  ignored  this  subject. 

The  sixth  factor  is  fear  of  loss  of  control.  In 
addition  to  the  effects  of  illness,  such  as 
weakness,  incontinence,  paralysis  or  demen- 
tia. control  is  affected  by  the  site  of  care  and 
the  availability  of  family  or  friend  support  as 
noted  above.  Some  loss  of  control  with  asso- 
ciated dependency  is  often  impossible  to 
avoid.  Open  discussion  of  these  concerns 
with  family  and  caregivers  may  help. 
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The  seventh  factor  is  concern  with  being  a 
burden  to  others.  Few  can  afford  to  hire  per- 
sonal daily  caregivers,  chauffeurs,  and  house- 
hold help  needed  for  activities  of  daily  living. 
The  cost  of  modern  medical  care  may  deplete 
all  reserve  funds  and  financially  cripple  family 
survivors.  While  each  dying  patient  needs  to 
accept  with  gratitude  some  giving  of  them- 
selves on  their  behalf  by  others,  none  would 
want  the  sacrifices  of  a loved  one  to  cause 
that  person’s  life  to  be  emotionally  or  finan- 
cially ruined.5  Perhaps  it  is  the  ultimate  dis- 
play of  love  to  die  so  that  others  may  better 
live,  extending  this  concern  not  only  to  per- 
sonal loved  ones  but  also  to  society  at  large. 

The  eighth  element  required  for  a peaceful 
death  is  the  need  to  be  treated  with  respect, 
sympathy  and  dignity  as  a physical,  psycho- 
logical and  spiritual  person.5  Respect  for 
human  dignity  applies  to  all  patients,  includ- 
ing those  who  are  unavoidably  dying,  and  it 
is  within  the  power  of  health  care  providers  to 
do  so  regardless  of  the  circumstances. 

In  contemplating  a peaceful  death,  one  con- 
cern is  the  time  between  the  onset  of  the  fatal 
disorder  and  death.  Some  would  prefer  a sud- 
den death  without  warning,  perhaps  while 
enjoying  a pleasurable  activity  or  during 
sleep.  Others  would  prefer  the  advance  warn- 
ing afforded  by  diagnosis  of  an  illness  with 
all  the  potential  to  cause  death,  allowing  time 
for  examination  of  one’s  life  in  search  of 


meaning  and  perhaps  an  opportunity  for 
change  or  atonement.  Not  infrequently,  it  is 
through  facing  and  enduring  hardship  that 
persons  gain  new  insights  which  facilitate  and 
motivate  healing  of  relationships  with  self 
and  others.  Preparation  for  permanent  separa- 
tion in  which  both  parties  can  participate  may 
prove  very  meaningful  and  useful  both  in 
making  death  more  peaceful  and  enhancing 
the  quality  of  life  for  survivors. 

Finally,  societal  support5 can  be  very  helpful 
by  providing  rituals  and  practices  which  com- 
fort the  dying  and,  after  death,  afford  outlets 
for  grief  and  sources  of  comfort  for  friends 
and  family.  Some  physicians  gain  personal 
satisfaction  and  renewal  from  participation  in 
these  communal  activities  for  their  deceased 
patients  with  whom  there  was  bonding  during 
life.  □ 

REFERENCES 

1.  Rinpoche  S.  The  Tibetan  book  of  Living  and  Dead; 
Harper  San  Francisco,  p.  ix,  1994. 

2.  Brody  H.  Assisted  death  - a compassionate 
response  to  a medical  failure.  N Engl  J Med; 
327:1384-88,  1992. 

3.  Boerstler,  RW.  Meditation  and  the  dying  process. 
Journal  of  Humanistic  Psychology;  26:104-124, 
1986. 

4.  Coble  YD  Jr.  Good  care  of  the  dying  patient:  Sci- 
ence and  the  debate  about  physician  assisted  sui- 
cide. American  Medical  Association  Council  on 
Scientific  Affairs  CSA  Rep  2-A-94.  (95  references) 
Available  from  the  American  Medical  Association. 
Callahan  D.  Pursuing  a peaceful  death.  Hasting 
Center  Reports  July- Aug  p.  33-38,  1993. 


February  1996 


47 


ETHICAL  ISSUES  IN  SUICIDE,  ASSISTED  SUI- 
CIDE, AND  EUTHANASIA 

JAMES  A.  KELLER,  PH.  D.* 


My  primary  aim  in  discussing  this  topic  is  to 
list  and  clarify  the  issues  and  in  some  cases  to 
point  out  their  relevance  to  the  three  ways  of 
dying  mentioned  in  our  title.  In  addition,  I 
have  sometimes  given  my  assessment  of  the 
adequacy  of  ideas  on  these  topics  advanced 
by  various  authors.  I should  also  add  that  on 
many  issues  I have  asked  questions  without 
suggesting  answers.  All  such  questions  are 
serious,  not  rhetorical;  they  indicate  issues 
which  1 believe  need  further  consideration. 

It  might  be  well  to  begin  by  trying  to  clarify 
the  meaning  of  the  terms  in  the  title.  Though 
a case  can  be  made  that  no  sharp  distinctions 
can  be  drawn  among  the  three,1  we  shall 
make  some  rough-and-ready  distinctions. 
Suicide  is  intentionally  bringing  about  one’s 
own  death  by  one's  own  actions.2  In  assisted 
suicide  some  person  other  than  the  suicider 
knowingly  assists  him  by  helping  him  obtain 
or  use  the  means  of  committing  suicide,  but 
the  suicider  himself  must  act  to  effect  his  own 
death.  In  euthanasia  the  person  who  wishes 
to  die  does  nothing,  other  than  make  a 
request,  to  bring  about  his  own  death. 

SOME  UNDERLYING  DISTINCTIONS 
AND  ASSUMPTIONS 

One  controversial  assumption  made  in  the 
foregoing  distinctions  is  that  the  difference 
between  killing  and  letting  die  is  significant. 
Roughly,  the  difference  is  that  in  the  former  a 
person  moves  some  part  of  her  body  to  cause 
a death  and  in  the  latter  she  deliberately 
refrains  from  moving  a part  of  her  body  to 
prevent  a death.  I suggest  that  we  think  the 
difference  is  morally  relevant  because  we 
adhere  to  a general  principle  that  people’s 
persons  (bodies  and  minds)  should  not  be 
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imposed  on  and  thus  violated.  So  we  have 
been  conditioned  to  have  strong  feelings 
against  causing  someone  to  die.  But  if  we  sim- 
ply permit  a person  to  die,  these  feelings  are 
not  triggered  (though  we  may  have  some  less 
strong  feelings  of  guilt  about  our  inaction). 

However,  the  fact  that  we  have  these  feel- 
ings does  not  show  that  they  are  always  justi- 
fied or  appropriate.  When  any  action  is  vol- 
untarily requested,  it  is  typically  neither  an 
imposition  nor  a violation;  this  would  seem  to 
be  true  even  of  euthanasia  resulting  from  a 
voluntary  request.  Moreover,  if  refusing  life- 
prolonging treatment  in  order  to  hasten  one’s 
death  is  legitimate,  why  isn't  requesting  (and 
receiving)  active  euthanasia?  Some  writers 
suggest  that  when  treatment  is  refused,  it  is 
the  disease,  not  the  doctor,  who  kills  the 
patient.  But  sometimes  treatment  is  not  given 
in  order  to  allow  the  patient  to  die  because  he 
has  some  other  terminal  condition  (e.g.,  a ter- 
minal cancer  patient  develops  pneumonia  and 
is  not  treated  for  it).  In  this  case  too,  it  is  the 
disease  that  kills  the  patient.  But  the  doctor 
has  acted  (or  refrained  from  acting)  in  such  a 
way  as  to  hasten  the  patient's  death.  Cases 
such  as  these  have  led  some  to  conclude  that 
the  difference  between  killing  and  letting  die 
is  not  always  morally  relevant. 

Another  important  conceptual  and  valua- 
tional  issue  underlying  many  discussions  of 
the  topics  in  our  title  is  what  we  should  con- 
trast suicide  and  euthanasia  with.  Typically, 
the  contrast  is  put  as  the  difference  between 
death  and  life.  But  it  might  also  be  put  as  the 
contrast  between  death  earlier  and  death  later. 
This  latter  way  seems  to  me  superior  because 
it  is  more  accurate.  We  all  will  die.  Thus  I 
shall  sometimes  refer  to  all  forms  of  dying 
mentioned  in  our  title  as  earlier  death. 

Another  underlying  issue  is  what  is  (are) 
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the  fundamental  thing(s)  which  give(s) 
human  life  its  distinctive  value.  One  long  tra- 
dition in  Western  thought  claims  that  it  is 
some  property  of  human  beings — e.g.,  their 
having  free  will  or  their  being  rational  (or  in 
more  religious  contexts,  their  being  created  in 
the  image  of  God  or  having  a soul).  But 
another  possibility  is  the  qualities  of  the 
experiences  which  they  have— e.g.,  the  expe- 
riences of  writing  or  enjoying  a poem  or 
musical  composition;  the  experiences  of  for- 
mulating or  understanding  the  Law  of  Uni- 
versal Gravitation;  the  experiences  of  choos- 
ing and  following  an  ideal;  and  the  experi- 
ences of  moral  struggle  and  growth.  Typically 
those  who  locate  the  distinctive  value  of 
human  beings  in  some  property  tend  to 
oppose  earlier-death  measures,  but  this 
approach  need  not  always  do  so.  For  it  would 
be  consistent  with  the  approach  to  permit 
such  procedures  when  the  human  has  irre- 
trievably lost  those  properties  thought  to  give 
humans  their  distinctive  value — e.g.,  irre- 
trievably comatose  patients. 

Still  another  underlying  issue  has  to  do  with 
what  the  sanctity  of  human  life  refers  to.  Here 
the  two  main  alternatives  are  organic  life  and 
the  distinctively  human  qualities  of  human 
life.  If  one  takes  the  latter  meaning,  one  will 
allow  euthanasia  when  meaningful  human 
activity  is  impossible  (e.g.,  in  those  in  a per- 
sistent vegetative  state),  but  if  one  takes  the 
former  meaning  one  will  not. 

THE  RATIONALITY  OF  SUICIDE 

Another  set  of  issues  concerns  the  possibility 
that  suicide  could  be  rational.  Perhaps  first 
among  these  are  questions  about  the  meaning 
of  rationality  itself.  The  root  idea  is  some- 
thing like  this:  a belief  or  course  of  action  is 
rational  when  the  reasons  supportive  of  it  are 
at  least  as  strong  as  the  reasons  against  it.  But 
when  we  try  to  translate  this  root  idea  into  a 
criterion  for  deciding  whether  or  not  some 
proposed  action  (e.g.,  a particular  person’s 
suicide)  is  rational,  we  encounter  the  problem 
that  there  are  often  disagreements  about 
whether  some  alleged  reason  genuinely  sup- 


ports (or  opposes)  some  action  and  about 
whether  or  not  some  reason  is  as  strong  as 
some  opposing  reason.  A possible  solution  to 
this  problem  is  to  allow  the  person  who  wants 
to  do  the  action  to  determine  its  rationality 
using  the  standards  which  she  adheres  to. 
However,  paternalistic  and  altruistic  motives 
may  lead  us  to  intervene  in  cases  when  the 
intended  action  is  blatantly  irrational  (e.g., 
the  intended  suicide  of  a teenager  disappoint- 
ed at  the  end  of  a romance).  But  the  would-be 
suicider  may  not  agree  that  the  suicide  is  irra- 
tional. How  can  we  assess  the  irrationality  in 
a fair  way? 

I suggest  this  way:  a reason  should  be 
accepted  as  rational  if  a significant  number  of 
people  in  our  society  would  judge  it  to  be 
rational.1  This  approach  seems  a good  way  to 
deal  with  different  moral  and  religious  beliefs 
about  adequate  reasons.  It  should  enable  us  to 
decide  when  to  let  actions  which  are  subjec- 
tively rational  (i.e.,  rational  in  the  view  of  the 
agent)  be  done  despite  paternalistic  or  altruis- 
tic reasons  for  interfering. 

Several  reasons  have  been  offered  for  think- 
ing that  suicide  can  never  be  rational.  Some 
have  contended  that  it  goes  against  nature  or 
against  natural  law.  But  these  reasons  seem 
inadequate.  If  suicide  really  went  against 
nature,  it  would  never  be  done.  Perhaps  this 
claim  is  equivalent  to  the  claim  that  the 
strongest  human  drive  is  self-preservation. 
Once  again,  if  this  were  true,  no  one  would 
ever  commit  suicide  and  no  one  would  ever 
give  his  life  for  another.  If  either  claim  mere- 
ly means  that  self-preservation  is  a strong 
drive,  it  provides  no  conclusive  reason 
against  suicide  in  certain  cases.  To  claim  that 
suicide  is  against  natural  law  is  highly  contro- 
versial, both  because  it  is  far  from  clear  what 
natural  law  requires  and  because  it  is  far  from 
clear  that  there  is  such  a thing  as  natural  law 
at  all. 

Other  reasons  for  thinking  suicide  can 
never  be  rational  focus  on  what  are  alleged  to 
be  the  best  interests  of  the  suicider.  It  is 
claimed  that  since  death  means  the  end  of  all 
experience  and  all  free  choice,  it  can  never  be 
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better  than  continuing  to  live  and  to  have 
experiences  and  free  choice.  But  of  course 
patients  in  a persistent  vegetative  state, 
though  organically  alive,  are  expected  never 
again  to  have  conscious  experiences  or  to 
exercise  free  choice.  Of  patients  who  are  con- 
scious, some  are  competent  and  some  are  not. 
The  incompetent  have  the  possibility  of  expe- 
riences but  not  of  meaningful  free  choice  nor 
of  distinctively  human  experiences.  For  the 
competent  the  question  remains  whether  they 
are  better  off  ending  all  experiences  and 
actions  if  they  die  earlier  or  going  through 
various  experiences  and  actions  if  they  do 
not.4  If  given  the  choice  of  undergoing  great 
pain  and  dying  later  or  instead  dying  earlier, 
no  doubt  many  would  choose  the  latter. 
Moreover,  some  fear  the  loss  of  dignity  and 
independence  which  dying  later  after  a long 
decline  will  bring;  such  a loss  would  violate 
their  deeply  held  values.  If  the  person  truly  is 
competent,  it  would  seem  indefensible  for 
anyone  else  to  arrogate  the  power  to  overrule 
the  individual's  own  judgment  about  her  best 
interests. 

Some  writers  reply  that  the  lives  of  those 
who  are  dying  can  be  improved.  They  can  be 
adequately  medicated  for  pain  and  furnished 
the  support  that  “will  assure  the  sick  person 
that  she  is  still  very  much  a member  of  the 
human  community.”5  This  laudable  aim 
should  be  pursued  for  all  patients,  but  it  is  not 
always  achievable.  It  may  be  achievable  for 
competent  patients,  but  it  does  not  seem  so 
for  the  permanently  incompetent,  to  say  noth- 
ing of  the  permanently  unconscious.  We  can 
treat  their  bodies  with  respect,  but  we  cannot 
treat  them  as  autonomous  adult  human 
beings.  It  hardly  seems  that  they  can  be  part 
of  the  human  community  or  recognize  assur- 
ance that  they  are.6 

Some  writers  also  claim  that  a “natural 
death”  offers  opportunities  for  personal 
insight  and  growth  which  euthanasia  does 
not.7  But  we  must  ask  whether  it  offers  these 
insights  for  everyone.  Perhaps  it  does  for 
those  whose  suffering  is  physical,  provided 
they  do  not  have  to  be  medicated  so  heavily 


that  they  become  incompetent.  But  it  cannot 
do  this  for  the  Alzheimer’s  patient  or  the  per- 
manently comatose.  And  even  if  we  consider 
only  competent  patients  whose  suffering  is 
physical,  many  may  not  value  the  insights  as 
much  as  they  value  release  from  suffering. 

It  should  also  be  noted  that  advances  in 
medicine  have  made  the  concept  of  a natural 
death  problematic.  Prior  to  this  century  there 
was  little  anyone  could  do  to  alter  the  course 
of  threats  to  life  in  the  form  of  trauma  and 
infections.  But  in  this  century  natural  death 
has  lost  a clear  sense,  both  because  we  have 
discovered  factors  which  hasten  (smoking)  or 
delay  (regular  exercise  and  a low-fat  diet)  a 
“natural  death,”  and  because  medical  technol- 
ogy has  given  us  ways  to  forestall  death  in 
the  sense  of  the  cessation  of  organic  function- 
ing. Thus  we  have  already  taken  the  time  of 
death  into  our  hands.  Earlier  death  is  merely 
another  possible  aspect  of  this  process.  One 
may  make  a mistake  in  choosing  the  time  of 
death  by  earlier  death,  but  there  is  no  reason 
to  think  that  nature,  particularly  as  augmented 
by  medical  technology  aimed  at  prolonging 
organic  life,  is  infallible. 

A final  reason  for  thinking  that  the  choice 
of  an  earlier  death  is  irrational  is  that  it  is  irre- 
mediable. Therefore,  if  it  were  based  on  an 
error,  there  would  be  no  way  to  undo  it;  but  if 
one  erroneously  chooses  not  to  die,  that 
choice  could  always  be  reversed.  However, 
this  line  of  reasoning  overlooks  the  cost  of 
delaying  death.  It  assumes  that  the  person 
who  has  mistakenly  chosen  not  to  die  and 
then  later  discovered  and  corrected  his  mis- 
take has  suffered  no  harm  because  of  his 
delay.  But  the  costs  to  him  might  have  been 
considerable — in  suffering  endured  by  him 
and  those  he  cared  about,  in  financial  costs 
which  impact  on  the  heirs  he  cares  about,  and 
in  indignities  he  suffered.  There  are  risks  and 
potential  gains  with  either  alternative,  and  the 
risks  and  the  gains  for  both  alternatives  are  all 
finite. 

We  have  looked  at  reasons  for  thinking  that 
suicide  is  not  rational.  On  what  grounds  is  it 
claimed  that  suicide  can  be  rational?  Some 
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have  been  hinted  at  already.  For  the  compe- 
tent patient,  it  is  a way  of  avoiding  painful 
experiences  for  which  she  judges  there  is  no 
compensating  benefit.8  For  all  patients  it  is  a 
way  of  avoiding  the  violation  of  values  (e.g., 
independence  and  human  dignity)  which  have 
been  a deep  part  of  their  identity. 

In  light  of  these  considerations,  I believe 
that  suicide  can  sometimes  be  rational.  These 
same  considerations  lead  me  to  conclude  that 
requesting  aid  in  suicide  and  requesting 
euthanasia  can  also  be  rational. 

SUICIDE  AND  THE  BASIC  PRINCI- 
PLES OF  MEDICAL  ETHICS 

Among  the  basic  principles  of  medical  ethics 
are  autonomy,  beneficence,  and  non-malefi- 
cence. Considerations  relevant  to  deciding 
whether  an  earlier  death  are  consistent  with 
the  last  two  principles  were  discussed  in  the 
previous  section.  In  this  section  I want  to 
consider  the  implications  of  autonomy  for 
earlier  death. 

Autonomy  seems  to  be  a strong  reason  to 
permit  earlier  death  and  to  help  competent 
persons  who  desire  it  to  achieve  an  earlier 
death.  For  if  we  grant  that  adults  have  auton- 
omy over  their  lives,  on  what  grounds  could 
we  refuse  to  permit  an  early  death?  Some- 
times it  is  said  that  the  person  who  wishes  an 
earlier  death  cannot  be  competent.  But  surely 
it  begs  the  question  to  use  his  wish  as  evi- 
dence of  incompetence.  And  given  our  crite- 
rion for  irrationality  discussed  above,  a wish 
for  an  earlier  death  can  be  rational.  A related 
charge  is  that  at  least  some  who  say  they 
desire  an  earlier  death  lack  autonomy.  For 
example,  one  writer  claimed  that  a dependent 
patient  does  not  have  complete  freedom  of 
choice.  But  this  comment,  while  true  in  one 
sense,  is  based  on  an  illusory  standard  for 
freedom  of  choice.  Each  person  has  freedom 
of  choice  only  within  certain  constraints. 
When  the  person  or  society  could  make  these 
constraints  less  restrictive,  then  it  is  reason- 
able to  speak  of  a lessened  freedom  of  choice. 
But  when  the  constraints  cannot  be  lessened, 
it  is  deceptive  to  speak  of  a lack  of  complete 


freedom  of  choice.  Does  an  incurably 
quadriplegic  patient  have  complete  freedom 
of  choice?  Not  compared  to  a non- 
quadriplegic person.  But  compared  to  what  is 
possible  for  that  patient,  he  may.  Of  course, 
he  may  not,  because  he  lacks  support  which 
society  could  give  him.  But  if  a patient  is 
receiving  the  best  care  which  she  can  be 
given,  she  has  complete  freedom  of  choice  in 
the  only  meaningful  sense  of  that  term. 

It  is  also  claimed  that  no  person's  desire  for 
an  earlier  death  is  consistent  and  wholeheart- 
ed. but  this  claim  is  wholly  lacking  in  empiri- 
cal backing.  Perhaps  the  fear  underlying  this 
objection  is  that  the  person  may  have  been 
manipulated  into  forming  this  desire.  More 
generally,  once  we  permit  earlier  death  to  be 
chosen  for  good  reasons,  can  we  forbid  it  for 
those  who  do  not  have  good  reasons? 

It  might  also  be  claimed  that  though  a per- 
son has  autonomy,  the  harm  an  earlier  death 
would  do  to  others  justifies  society  in  pre- 
venting her  from  acting  as  she  wishes.  But 
probably  others  will  not  be  harmed  any  more 
by  an  earlier  death  than  they  would  have  been 
by  a later  one,  particularly  if  the  difference  is 
only  a few  months.  Even  if  they  would  be 
harmed  more,  this  might  not  be  decisive. 
After  all,  we  do  not  forbid  divorce  or  military 
service  abroad  because  of  emotional  harm  to 
others;  in  general,  we  permit  actions  which 
are  likely  to  be  emotionally  harmful  to  others 
if  we  judge  that  there  are  good  reasons  for 
them. 

It  is  also  worth  pointing  out  that  a concern 
about  the  emotional  and  fiscal  impact  on 
one’s  family  if  one  is  undergoing  a protracted 
process  of  dying  is  not  necessarily  an  unwor- 
thy motive  for  desiring  an  earlier  death.  In 
many  primitive  cultures  with  limited 
resources,  self-sacrifice  by  the  infirm  elderly 
is  accepted  by  all  and  regarded  as 
appropriate.  If  we  claim  that  we  have  the  fis- 
cal resources  to  make  this  unnecessary,  then 
we  need  to  appropriate  those  resources  to 
remove  the  financial  and  custodial  burdens 
from  individual  families.  We  also  must  bear 
in  mind  that  removing  the  financial  burden 
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does  nothing  to  relieve  the  emotional  burden 
of  prolonged  dying. 

THE  CONSEQUENCES  OF  PERMU  - 
TING AN  EARLIER  DEATH 

Another  frequently  urged  set  of  objections  to 
permitting  an  earlier  death  comes  from  those 
who  fear  the  consequences  for  society. 
Among  the  most  commonly  predicted  bad 
consequences  are  a transition  from  voluntary 
earlier  deaths  for  competent  patients  to  active 
euthanasia  for  the  incompetent  and  the 
unconscious.  In  support  of  this  prediction 
some  point  out  that  we  have  already  moved 
from  permitting  competent  patients  to  refuse 
treatment  to  withholding  treatment  for  incom- 
petent and  unconscious  patients;  sometimes 
this  withholding  is  done  not  on  the  basis  of  an 
advance  directive  by  the  patient  but  on  the 
basis  of  a substituted  judgment  by  a family 
member.  Some  fear  that  a similar  result  might 
occur  if  voluntary  active  euthanasia  for  com- 
petent patients  were  permitted.  Then  it  might 
not  seem  too  objectionable  to  permit  it  also 
for  unconscious  patients  who  have  left  a liv- 
ing will  directing  that  it  be  done.  But  should 
we  permit  a person,  while  competent,  to 
direct  that  she  be  given  active  euthanasia  if 
she  should  ever  become  permanently  incom- 
petent (e.g.,  as  in  the  latter  stages  of 
Alzheimer's)?  Would  it  be  right  to  give 
precedence  to  her  earlier  directive  rather  than 
to  her  present  wishes? 

But  suppose  that  a person  who  has  not 
made  any  advance  directives  becomes  incom- 
petent or  unconscious.  Would  it  be  right  to 
permit  a substituted  judgment  (perhaps  by 
family)  to  be  used  as  a ground  for  active 
euthanasia?  If  we  permit  this,  is  there  any 
way  to  refuse  to  yield  to  pressure  for  active 
euthanasia  of  those  society  deems  undesirable 
or  unfit  to  live?"  Perhaps  we  could  by  speci- 
fying the  circumstances  in  which  substituted 
judgment  could  be  a basis  for  active  euthana- 
sia. But  opponents  of  permitting  any  active 
euthanasia  fear  that  we  could  not  be  sure  of 
preventing  the  eventual  enlarging  of  the  cir- 
cumstances to  include  those  whose  only  lia- 


bility is  being  outcasts  in  the  eyes  of  society. 

Another  feared  consequence  is  that  the 
availability  of  euthanasia  might  lead  to  a 
decrease  in  the  care  of  patients  who  are 
regarded  as  suitable  for  euthanasia,  thus  help- 
ing to  create  the  very  conditions  which  will 
motivate  them  to  request  euthanasia.  This  is 
speculative,  but  it  seems  to  me  to  have  some 
plausibility  as  a danger  about  which  to  be 
concerned.  However,  it  may  not  be  wrong  in 
all  cases.  Not  continuing  futile  care  may 
cause  a patient  to  feel  abandoned,  but  it  may 
be  justified  nonetheless. 

One  potentially  favorable  consequence  of 
accepting  procedures  for  earlier  death  might 
be  greater  openness  about  them.  This  in  turn 
may  prevent  abuses  which  might  occur  when 
the  procedure  is  done  secretly. 

SPECIAL  QUESTIONS  ABOUT  ASSIST- 
ED SUICIDE  AND  EUTHANASIA 

Even  if  we  decide  that  suicide  can  be  morally 
correct,  at  least  in  certain  situations,  there  are 
additional  questions  about  assisting  in  suicide 
and  administering  euthanasia.  At  first  glance, 
it  might  appear  that  both  are  as  proper  as  sui- 
cide itself,  for  if  a person  may  morally  do 
something,  it  would  seem  that  he  may  moral- 
ly request  assistance  in  doing  it  or  request 
that  some  designated  agent  do  it  for  him.  As  a 
general  principle,  I think  this  is  correct.  But 
society  might  want  to  forbid  all  assistance  as 
a way  of  trying  to  assure  that  the  suicider 
really  wants  to  commit  suicide.  However,  this 
would  make  suicide  impossible  for  many  who 
most  fervently  and  most  rationally  desire  it 
(e.g.,  severely  incapacitated  patients).  Or 
society  may  want  to  place  limits  on  who  may 
assist  in  suicide  or  administer  euthanasia  in 
order  to  reduce  the  chance  of  abuses;  e.g.,  it 
may  want  to  forbid  anyone  from  doing  these 
things  if  that  person  will  gain  from  the  death. 
Or  it  may  want  to  forbid  doctors  from  admin- 
istering euthanasia  lest  patients  come  to  mis- 
trust their  physicians.  However,  if  a patient 
were  inclined  to  mistrust  her  physician,  she 
could  also  fear  that  he  might  withhold  life- 
prolonging treatment.  Moreover,  if  we  legal- 
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ize  suicide  and  assisted  suicide  or  both, 
should  we  also  legalize  euthanasia  at  least  in 
cases  in  which  the  would-be  suicider  has  not 
succeeded  but  has  left  herself  in  an  even 
worse  state  (e.g.,  in  a persistent  vegetative 
state)? 

CONCLUSION 

I have  suggested  that  all  the  ways  of  dying 
mentioned  in  the  title  are  ways  of  bringing 
about  an  earlier  death;  therefore,  they  are 
ways  of  choosing  how  and  when  one  dies.  I 
have  found  nothing  in  the  considerations  dis- 
cussed in  this  paper  which  provides  adequate 
grounds  for  the  conclusion  that  making  such 
a choice  is  always  morally  wrong.  It  also 
seems  that  such  a decision  can  be  rational.  It 
can  also  be  morally  proper  for  others  to  assist 
in  a suicide  and  to  administer  euthanasia. 
Euthanasia  becomes  more  problematic  when 
it  is  administered  on  some  basis  other  than 
the  direct  request  of  the  person  who  wishes  it. 
Least  problematic  is  administering  it  to  a 
patient  in  a persistent  vegetative  state  on  the 
basis  of  that  person’s  advance  directive.  Most 
problematic  is  administering  it  to  a conscious 
but  incompetent  patient  on  the  basis  of  a sub- 
stituted judgment.  Society  may  decide  to  per- 
mit euthanasia  in  this  last  situation  and  to 
accept  it  in  all  the  less  problematic  situations. 
But  if  society  decides  not  to  permit  euthana- 
sia in  this  last  situation,  it  must  decide 
whether  to  permit  euthanasia  in  some  situa- 
tions and  to  try  to  draw  a line  somewhere,  or 
to  forbid  all  euthanasia  lest  there  be  no  way 
to  prevent  a slide  down  the  slippery  slope  to 
the  unacceptable  situation  for  euthanasia.  3 


NOTES 

1.  Cf.,  e.g.,  Ronald  F.  White,  “Physician- Assisted  Sui- 
cide and  the  Suicide  Machine,”  Euthanasia:  The 
Good  of  the  Patient,  the  Good  of  Society,  ed.  Robert 
I.  Misbin  (Frederick,  MD:  The  University  Publish- 
ing Group  Inc.,  1992),  pp.  191-93. 

2.  Mappes  and  Zembaty  define  it  as  “the  intentional 
termination  of  one’s  own  life”  (Biomedical  Ethics 
[New  York:  McGraw-Hill  Book  Company.  1981], 
p.  306).  Tom  L.  Beauchamp  adds  the  conditions  that 
others  do  not  coerce  one  to  do  the  action  and  that 
death  is  caused  by  conditions  arranged  by  one  for 
the  purpose  of  bringing  about  one’s  death  (“Sui- 
cide,” Matters  of  Life  and  Death,  ed.  Tom  Regan 
[New  York:  Random  House,  1980],  p.  77,  cited  in 
Ronald  F.  White,  op.  cit.,  p.  191). 

3.  This  suggestion  is  based  on  a principle  proposed  by 
Ronald  F.  White,  who  built  on  a criterion  advanced 
by  Bernard  Gert  (op.  cit.,  p.  194). 

4.  Against  the  option  of  dying  earlier  it  has  been 
charged  that  no  one  knows  what  death  is  like,  so 
there  are  no  grounds  for  preferring  it.  However,  I 
think  we  can  make  a comparison.  Death  is  a perma- 
nent loss  of  consciousness,  and  we  lose  conscious- 
ness every  time  we  go  to  sleep.  True,  some  people 
dream,  but  not  everyone  remembers  the  dreams. 
Moreover,  even  if  this  reply  is  not  adequate,  it  may 
not  be  irrational  to  choose  an  unknown  (death)  over 
a known  evil. 

5.  Op.  cit.,  p.  30.  6.  Of  course,  children  cannot  be 
moral  agents  either.  But  we  educate  them  to  bring 
them  into  the  moral  community  and  in  this  way 
make  them  part  of  the  human  community.  But  this 
is  no  longer  a possibility  for  the  permanently  incom- 
petent and  unconscious. 

7.  See,  e.g.,  Edmund  Pelligrino,  “Doctors  Must  Not 
Kill,”  Euthanasia,  p.  31. 

8.  Is  this  judgment  rational?  It  is,  at  least  according  to 
Gert’s  standard  given  above.  Since  many  would 
judge  avoiding  suffering  to  be  an  adequate  reason  to 
choose  an  earlier  death,  it  is  not  irrational. 

9.  This  ploy  was  movingly  explored  in  the  play  and 
movie  “Whose  Life  Is  It  Anyway?” 

10.  D.  J.  Bakker,  “Active  Euthanasia:  Is  Mercy  Killing 
the  Killing  of  Mercy?”  Euthanasia,  p.  92. 

11.  As  an  analogy,  one  might  point  out  the  desire  by 
some  not  to  treat  certain  treatable  conditions  in 
infants  with  multiple  birth  defects  so  that  the  infants 
will  die.  This  desire  is  typically  based  on  the  judg- 
ment that  the  infant  will  have  a life  not  worth  living. 
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The  previous  paper  has  led  us  through  the 
moral  thicket  of  suieide,  assisted  suicide,  and 
euthanasia,  and  the  author’s  mapping  of  the 
moral  geography  of  the  issue  is  extremely 
helpful.  Nevertheless,  this  paper  raises  disturb- 
ing thoughts  about  the  moral  appropriateness 
of  suicide  in  general,  and  therefore,  physician 
assisted  suicide  in  particular.  The  following 
comments  are  not  meant  to  be  criticisms  but, 
rather,  thoughts  about  crucial  ethical  assump- 
tions that  underlie  this  distinguished  work. 

Why  is  suicide,  and  more  particularly  physi- 
cian assisted  suicide,  a moral  issue  at  all? 
Would  any  of  us  deem  this  action  moral  or 
immoral?  There  are  plenty  of  actions  which 
are,  in  and  of  themselves,  morally  neutral. 
Why  is  suicide  not  considered  to  be  a member 
of  this  class?  Let  us  think  about  Robinson  Cru- 
soe on  his  desert  island.  Suppose  that  Crusoe 
was  to  decide  intentionally  to  throw  himself  in 
the  ocean,  and  was  carried  out  to  sea  and  died. 
Is  his  decision  and  subsequent  action  the  prop- 
er subject  of  moral  discussion  at  all?  Further- 
more, could  we  be  fabricating  a disastrous 
form  of  rational  reasoning  to  even  think  that  it 
was  a proper  subject  of  morality?  Many  moral 
philosophers  would  argue  that  Crusoe’s  action 
was  one  of  rational  self-interest  and  not  moral- 
ity. This  is  because  many  philosophers  believe 
that  morality  begins  when  our  lives  “touch” 
others  in  significant  ways.  Thus,  Robinson 
Crusoe  may  be  acting  foolishly  to  go  to  his 
death,  but  he  is  not  acting  immorally.  To  think 
that  he  is  extends  the  morality  to  areas  where  it 
has  no  applicability  at  all. 

In  our  complex  social  world,  are  we  really 
like  Crusoe  who  can  act  in  a world  where  the 
consequences  of  one’s  action  only  affect  one- 
self? Is  the  case  of  Robinson  Crusoe  morally 
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relevant  in  today’s  world  or  is  it  merely  the 
fiction  of  moral  philosophers?  Let  us  imagine 
a person  who  has  significant  monetary  funds, 
but  prefers  the  life  of  a street  person.  This 
individual  is  brought  to  the  hospital  by  the 
police  because  they  believe  him  to  be  ill. 
Upon  examination  it  is  discovered  he  has 
severe  lung  cancer  with  a prognosis  of  six 
months  to  live.  In  addition  he  has  developed 
severe  pneumonia.  The  hospital  staff  wishes 
to  treat  his  pneumonia.  Although  he  could 
easily  afford  such  treatment,  he  refuses  know- 
ing the  medical  consequences  of  his  decision. 
An  extensive  background  check  reveals  that 
no  family  members  are  living,  and  no  one  on 
the  street  that  knows  him  as  anything  more 
than  an  acquaintance.  He  leaves  the  hospital 
against  medical  advice  and  is  found  dead 
under  the  bridge  where  he  has  lived  for  sever- 
al years.  The  cause  of  death  is  ruled  severe 
pneumonia.  Has  this  person  committed  sui- 
cide? Perhaps.  Has  this  person  committed  an 
immoral  act?  I think  not.  My  point  is  simply 
this:  in  our  culture,  to  call  an  action  suicide 
is  to  take  it  out  of  the  realm  of  the  morally 
neutral  and  to  place  it  in  the  realm  of  morali- 
ty where  only  two  judgments,  moral  and 
immoral,  are  possible.  I think  of  Crusoe’s 
action  as  one  of  prudential  self-interest  that 
should  be  assessed  only  in  terms  of  efficiency 
in  promoting  or  not  promoting  that  particular 
agent’s  self-interest.  I believe  this  person’s 
action  is  neither  moral  nor  immoral;  further- 
more, to  think  initially  of  this  action  in  moral 
terms  is  to  think  of  it  in  a rationally  confused 
way.  Therefore,  I maintain  it  becomes  very 
difficult  to  think  about  suicide  in  a morally 
intelligent  way. 

Moreover,  it  seems  to  name  an  action  sui- 
cide is  to  take  it  out  of  the  morally  neutral, 
and  to  judge  that  action  immoral.  For  most 
Americans,  “ suicide  ” is  not  a morally  neu- 
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tral  term  but  a morally  negative  one.  This 
fact  colors  the  whole  moral  debate  about  sui- 
cide. Those  of  us  who  think  that,  in  some 
instanees,  suicide  is  a moral  action  have  an 
extremely  difficult  moral  task.  We  must  argue 
against  a view  that  has  already  been  morally 
decided.  This  situation  is  like  the  difference 
in  legal  systems.  In  one  system,  an  individual 
is  presumed  to  be  innocent  until  guilt  has 
been  clearly  and  rationally  established.  Other 
societies  presume  guilt  and  demand  that  inno- 
cence be  clearly  and  rationally  demonstrated. 
The  task  of  proving  innocence  is  much  more 
difficult  in  the  latter  judicial  system  than  in 
the  former.  It  is  much  harder  for  persons  to 
persuade  others  of  the  morality  of  some  inci- 
dents of  suicide  in  a culture  that  has  already 
understood  it  to  be  immoral.  I would  like  to 
change  our  culture's  perception  of  suicide  so 
that  all  instances  of  suicide  are  understood 
initially  as  morally  neutral.  Then,  as  a society 
and  a medical  community,  we  could  weigh 
the  logical  grounds  for  judging  suicide  as 
either  moral  or  immoral. 

Why  does  our  culture  morally  prejudge  sui- 
cide? Jim  Keller  has  done  an  excellent  job  of 
showing  that  suicide  is  linked  with  other 
morally  negative  points  of  view  such  as  irra- 
tionality, killing,  and  as  “seemingly”  opposed 
to  the  sanctity  of  and  the  moral  respect  for 
human  life.  Persons  who  morally  condemn 
suicide  often  maintain  the  intrinsic  value  of 
mere  biological  existence.  This  view  is  rein- 
forced by  religious  metaphors  such  as  “life  is 
a gift  from  God.”  Medical  training  all  too 
often  reinforces  all  these  morally  negative 
ways  of  thinking  about  suicide  such  that 
patients  who  wish  to  take  their  lives  or  have 
assistance  in  doing  so  face  deep  seated  cultur- 
al prejudices  from  our  society  and  its  health 
care  professionals. 

I think  Dr.  Keller  is  right  in  attempting  to 
give  suicide  a morally  neutral  description.  He 
argues  that  suicide  means  “intentionally 
bringing  about  one’s  own  death  by  one’s  own 
actions.”  Given  this  definition,  I think  that 
many  actions  of  this  sort  are  neither  moral 
nor  immoral  but  morally  neutral.  When  the 
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life  of  the  suicider  touches  the  lives  of  others 
in  significant  ways,  then  suicide  becomes  a 
moral  issue.  However  even  at  this  point,  I 
wish  that  initially  society,  and  particularly  the 
medical  profession,  would  not  see  suicide  and 
the  suicider  as  doing  something  immoral. 
Only  if  we  maintain  an  initial  moral  neutrali- 
ty about  suicide,  can  we  ever  hope  to  think 
morally  straight  about  it. 

I have  already  maintained  that,  given  soci- 
ety's morally  prejudicial  point  of  view  about 
suicide,  it  is  a Herculean  task  to  show  that,  in 
some  instances  at  least,  suicide  is  morally  jus- 
tifiable. Most  often  the  form  of  justification 
offered  is  that  of  consequentialism.  Conse- 
quentialists  argue  that  many  instances  of  sui- 
cide can  be  seen  to  be  in  the  best  interest  of  the 
suicider  and  his/her  family  and  friends.  Ben- 
tham  and  Mill  were  moral  democrats  because 
they  maintained  that  everyone’s  good,  includ- 
ing the  agent’s,  was  to  count  for  one  and  only 
for  one.  The  agent  was  not  to  consider  his  or 
her  good  as  being  superior  (moral  arrogance) 
or  inferior  (moral  inferiority)  to  other  persons. 
Therefore,  consequentialism  recognizes  that  in 
some  moral  circumstances  the  individual  may 
have  to  forsake  his  or  her  good  for  the  good  of 
others.  A father  who  has  a modest  estate  may 
come  to  understand  that  the  expenditure  of 
funds  for  medical  care  which  has  no  long 
range  prospects  of  reversing  a terminal  illness 
will  act  morally  by  taking  his  liffe  earlier 
rather  than  later.  It  seems  that  this  action 
demands  our  moral  praise  and  not  condemna- 
tion. 

Why  is  it  that  we  hold  up  as  a moral  hero  the 
person  who  throws  himself  or  herself  on  a 
grenade  in  order  to  spare  the  lives  of  his/her  bat- 
tlefield comrades?  Yet,  we  condemn  the  terminal 
cancer  patient  who  wishes  to  end  his/her  exis- 
tence early  so  that  the  life  prospects  of  his/her 
loved  ones  will  be  financially  enhanced  and  not 
diminished?  Why  do  we  see  the  former  as  the 
epitome  of  courage  and  the  latter  as  a sign  of 
moral  weakness?  The  only  answer  is  that  this 
dichotomy  of  judgments  is  due  to  our  society’s 
deep  and  irrational  prejudice  against  suicide. 

Philosophers  often  distinguish  between 
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moral  actions  that,  other  things  being  equal, 
we  are  obligated  to  perform  and  supereroga- 
tory actions  which  we  morally  praise  but  can- 
not demand  that  others  perform.  The  grenade 
case  is  often  cited  as  an  example  of  the  latter. 
Thus,  supererogatory  actions  are  the  most 
morally  noteworthy  and  demand  our  highest 
moral  respect.  I think  that  very  few  persons 
view  suicide  occasioned  by  terminal  medical 
conditions  in  this  moral  light.  Suicide  is  an 
action  which,  at  best,  is  morally  permissible, 
or  on  very  rare  occasions  praised.  However, 
suicide  prompted  by  medical  reasons  is  sel- 
dom morally  praised.  Why  is  this  so?  Once 
more  I believe  it  is  because  good  persons 
have  become  so  morally  blind  with  regard  to 
suicide  that  they  suspend  their  rationality  in 
favor  of  deep-seated  prejudices  about  life  and 
its  value.  For  many  persons,  no  consequen- 
tialist  argument  could  ever  be  persuasive  as 
long  as  its  subject  matter  was  suicide. 

Some  philosophers  might  argue  that  this  is 
because  consequentialism  is  not  a proper 
moral  philosophy  at  all.  and  suicide  is  an 
example  that  shows  this  to  be  true.  Certainly 
Kant  with  his  unwavering  stance  against  sui- 
cide seems  to  be  such  an  individual.  Kant 
begins  his  article  on  suicide  by  seemingly 
saying  that  any  and  all  instances  of  suicide 
are  immoral  because  they  count  as  contradic- 
tions to  the  universal  law  of  preservation  of 
the  rational  will.  From  the  moral  point  of 
view  the  rational  will  is  the  only  thing  intrin- 
sically valuable.  Moreover,  the  rational  will 
cannot  will  its  own  extinction,  and  at  the 
same  time,  be  a rational  will.  Thus,  the  desire 
to  commit  suicide  cannot  be  a part  of  the 
rational  will  at  all,  and  any  manifestation  of 
the  desire  to  commit  suicide  is,  at  best,  an 
instance  of  the  hypothetical  imperative  (a 
means  to  an  end)  and  never  an  instance  of  the 
categorical  imperative  actions  (ends  in  and  of 
themselves  and  never  means).  However,  Kant 
takes  up  one  case  of  suicide  that  he  seems  to 
think  might  be  morally  justifiable. 

A man  might  find  himself  so  placed  that  he 
can  continue  living  only  under  circumstances 
which  deprive  life  of  all  value;  in  which  he 


can  no  longer  live  conformably  to  virtue  and 
prudence,  so  that  he  must  from  noble 
motives  put  an  end  to  his  life.  The  advocates 
of  this  view  quote  in  support  of  it  the  exam- 
ple of  Cato.  Cato  knew  that  the  entire  Roman 
nation  relied  upon  him  in  their  resistance  to 
Caesar,  but  he  found  that  he  could  not  pre- 
vent himself  from  falling  into  Caesar’s 
hands.  What  was  he  to  do?  If  he,  the  champi- 
on of  freedom,  submitted,  everyone  would 
say,  “If  Cato  himself  submits,  what  else  can 
we  do?  If,  on  the  other  hand,  he  killed  him- 
self, his  death  might  spur  on  the  ‘Romans  to 
fight  to  the  bitter  end'”  in  defense  of  their 
freedom.  So  he  killed  himself.  He  thought 
that  it  was  necessary  for  him  to  die.  He 
thought  that  if  he  could  not  go  on  living  as 
Cato,  he  could  not  go  on  living  at  all.  It  must 
certainly  be  admitted  that  in  a case  such  as 
this,  where  suicide  is  a virtue,  appearances 
are  in  its  favor.  But  this  is  the  only  example 
which  has  given  the  world  the  opportunity  of 
defending  suicide.  It  is  the  only  example  of 
its  kind  and  there  has  been  no  similar  case 
since.  (Italics  added)1 

I maintain  that  the  Cato  case  is  more 
widespread  than  Kant  ever  dreamed  it  could 
be.  Medical  technology  has  created  numerous 
human  situations  that  fit  the  Cato  case  exact- 
ly. Many  illnesses  result  in  forms  of  human 
existence  in  which  the  person  views  him  or 
herself  as  not  being  able  to  be  the  person  that 
they  have  been  or  want  to  be.  If  this  is  a cor- 
rect description  of  many  persons’  existence, 
then  it  seems  that  even  the  deontologist  must 
admit  a limited  acceptability  of  suicide. 

It  is  interesting  to  see  how  Kant  handles 
another  case  of  supposed  suicide. 

No  one  under  the  sun  can  bind  me  to 
commit  suicide;  no  sovereign  can  do  so. 
The  sovereign  can  call  upon  his  subjects  to 
fight  to  the  death  for  their  country,  and 
those  who  fall  on  the  field  of  battle  are  not 
suicides  but  victims  of  fate.2 
Here  is  a classic  case  of  re-describing  an 
action  so  that  it  fits  an  individual's  pre-defined 
moral  leanings.  Kant's  approach  to  suicide  is 
similar  to  the  debate  over  whether  psychologi- 
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cal  egoism  is  a correct  view  of  human  nature. 
The  psychological  egoist  will  describe  each 
action,  no  matter  how  altruistic,  as  an  instance 
of  self-interest.  So  the  deontologist  will 
attempt  to  describe  every  intentional  taking  of 
one’s  life  as  suicide  and,  therefore,  morally 
wrong.  1 think  both  of  these  attempts  are 
philosophically  unsound.  I believe  that  if  a 
moral  concept  is  meaningful,  then  there  must 
be  something  that  counts  as  its  opposite.  In 
other  words,  if  every  action  of  taking  one’s 
life  is  from  the  start  properly  defined  as  an 
instance  of  suicide  and  thereby  immoral,  then 
suicide  as  a moral  concept  is  morally  vacuous. 
If  all  instances  of  taking  one’s  life  are  proper- 
ly understood  to  be  suicide  and  also  properly 
understood  as  being  immoral  strictly  because 
they  are  suicides  then,  by  definition,  no  action 
which  is  the  intentional  taking  of  one’s  life 
can  either  be  morally  neutral  or  morally 
appropriate.  If  this  is  the  case,  then  it  seems  to 
me  that  suicide  is  a morally  vacuous  classifi- 
cation of  actions.  Hence,  I believe  that  Jim 
Keller’s  understanding  of  suicide  is  correct 
and  that  the  very  moral  issue  is:  which  forms 
of  suicide,  in  which  circumstances,  for  what 
reasons  are  moral  or  immoral?  Moreover,  I 
suspect  that  persons  of  Kant’s  persuasion  will 
still  see  all  intentional  taking  of  one’s  life  as 
morally  wrong.  Perhaps  there  will  be  a rare 
deontologist  who  may  admit  that  an  extremely 
limited  number  of  cases  of  suicide  is  moral, 
but  I doubt  that  a deontologist  will  see  ever 
them  as  instances  of  moral  supererogation. 

In  morality  two  separate  judgments  are  often 
mistakenly  combined  into  one.  First  we  can 
ask  what  is  the  proper  description  of  an  action? 
Second  we  can  ask  how  should  I evaluate  this 
action?  The  evaluation  of  an  action  may  be 
moral  or  another  type  of  evaluation.  I think 
these  two  distinct  and  separate  judgments  have 
been  mistakenly  collapsed  into  one.  Moral 
judgments  are  forms  of  evaluation  of  actions 
and  always  stand  in  need  of  some  reasons  that 
support  that  evaluation.  However,  all  evalua- 
tion need  not  be  moral  evaluation. 

Let’s  use  this  insight  in  the  case  of  suicide.  If 


we  have  first  determined  that  the  proper 
description  of  an  action  is  suicide  i.e.,  “inten- 
tionally bringing  about  one’s  own  death  by 
one’s  own  actions,”  then  we  might  want  to 
argue  that  the  evaluative  element  in  suicide  is 
the  following.  When  a person  commits  suicide, 
I believe  we  recognized  that  the  world  has  not 
been  kind  to  the  person  who  intentionally 
chooses  to  bring  his  or  her  life  to  an  end.  There 
are  many  forms  of  unkindness  with  which  the 
world  presents  us  such  as  terminal  illness  or  a 
driver  of  a car  who  chooses  to  go  over  a cliff 
instead  of  hitting  a group  of  children  running 
across  the  road.  “Suicide”  calls  attention  to 
how  distressing  human  life  may  be  for  some 
persons.  However,  to  evaluate  a life  that  leads 
to  suicide  as  distressing  is  not  to  claim  that  life 
or  the  action  of  suicide  is  immoral.  Thus  we 
may  have  a way  out  of  our  dilemma.  We  may 
recognize  that  by  calling  an  action  suicide  will 
always  involve  some  sort  of  evaluation;  how- 
ever we  can  also  claim  that  this  evaluation 
need  not  make  any  reference  to  morality  or 
immorality  of  that  action.  If  we  want  to  make  a 
moral  judgment  about  the  actions,  then  moral 
philosophy  can  ask  what  are  your  reasons  for 
doing  so  and  are  they  logically  sound?  As  Jim 
Keller  shows  so  well  the  answer  to  this  ques- 
tion may  be  a resounding,  “Yes.” 

Nevertheless,  I am  concerned  that  it  will 
always  be  difficult  for  persons  to  admit  the 
morality  of  suicide  due  to  our  culture’s  deep 
and  unknowing  prejudice  against  suicide.  If  I 
am  correct  then,  Jim  Keller’s  excellent  and 
persuasive  paper  will  not  receive  the  proper 
attention  that  it  deserves.  If  suicide  cannot 
receive  a fair  hearing  in  our  age  then,  per- 
haps, it  is  time  for  philosophy  to  stand  aside 
to  let  the  sociologist  and  the  psychiatrist  min- 
ister to  our  morally  irrational  prejudices.  □ 
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Two  statements  by  bodies  of  physicians  deal- 
ing with  euthanasia  or  assisted  suicide  have 
made  reference  to  the  religious  dimensions  of 
the  issue.  In  1879  the  South  Carolina  Medical 
Association  (SCMA)  received  a report  on 
euthanasia  from  a committee  (interestingly 
not  the  Ethies  Committee)  appointed  a year 
earlier  to  deal  with  the  issue.  Dr.  J.  F.  M. 
Geddings  reported  that  the  committee 
believed  that  euthanasia  “would  necessarily 
be  rejected,  partly  because  it  was  contrary  to 
the  generally  received  opinion  that  a certain 
amount  of  suffering  was  the  Divine  decree.”1 
In  1993  the  Council  on  Ethical  and  Judicial 
Affairs  (CEJA)  of  the  American  Medical 
Association  issued  a report  in  which  they 
asserted,  “Most  of  the  world’s  religions 
oppose  suicide  in  all  forms... .(They)  general- 
ly espouse  common  beliefs  about  the  sanctity 
of  human  life,  the  appropriate  interpretation 
of  suffering,  and  the  subordination  of  individ- 
ual autonomy  to  the  will  of  God.”2 
In  the  sense  that  the  term  “religions”  is  used 
in  the  CEJA  statement,  documenting  the 
assertion  that  most  of  the  world's  religions 
oppose  suicide  and  physician  assisted  suicide 
would  be  a significant  task,  but  there  seems  to 
be  no  strong  reason  to  challenge  it.  Many  reli- 
gious traditions  have  consistently  opposed 
suicide,  and  it  is  reasonable  to  infer  that  they 
would  also  oppose  assisted  suicide  and 
euthanasia  as  well.  Traditions  vary,  however, 
on  the  extent  of  the  authority  of  public  pro- 
nouncements. The  word  of  the  Pope  is  given 
great  weight,  both  in  theory  and  in  practice. 
There  are,  however,  millions  of  modern 
Catholics  who  are  genuinely  religious  (in 
another  sense)  and  who  practice  contrary  to 
the  Pope's  teachings,  even  while  holding  him 
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in  great  reverence. 

When  “religious”  is  used  in  this  different 
sense,  the  question  becomes  much  more  com- 
plex than  simply  summarizing  what  traditions 
and  respected  leaders  have  said  on  a particu- 
lar matter.  Religion  will  be  understood  in  this 
paper  as  a context  in  which  very  rich  or 
“thick”  descriptions  of  particular  instances  of 
suffering  are  addressed  by  scripture,  tradition, 
and  experience.  The  idea  behind  the  term 
“thick”  is  that  a full  detailed  description  of 
every  particular  instance  is  necessary  because 
each  context  and  each  individual  patient  is 
unique.  As  in  clinical  practice,  a good  history 
is  essential,  and  reducing  patients  to  cate- 
gories leads  to  a dehumanized  encounter. 

In  this  context  certain  principles  or  values 
will  be  prima  facie.-  That  is  to  say,  they  will 
normally  have  priority  over  other  values.  For 
example,  respect  for  life,  a prima  facie  good, 
takes  precedence  over  convenience,  a good  of 
lesser  value.  Difficulty  arises  when  two  or 
more  prima  facie  goods  compete  for  prece- 
dence in  a single  action  and  both  cannot  be 
achieved.  Then  one  must  inevitably  be  given 
precedence  over  the  other.  One  of  the  most 
important  roles  of  religious  communities  is  to 
work  in  concert  to  determine,  and  then  to  nur- 
ture, these  prima  facie  goods.  Another  role  is 
to  act  redemptively  when,  tragically,  a good 
has  to  be  sacrificed  because  it  has  been  pre- 
empted by  another  equally  compelling  good. 

Unfortunately,  there  is  not  always  consisten- 
cy within  or  among  traditions.  For  example, 
while  many  religious  persons  espouse  a doc- 
trine of  sanctity  of  life  which  seems  to  treat 
human  life  as  an  absolute  good,  few  practice 
that  view  consistently.  Almost  all  holders  of 
that  view  can,  when  pressed,  think  of  instances 
when  causing  a death  is  not  the  worst  possible 
outcome.  Usually  some  other  prima  facie  good 
has  arisen  to  take  precedence. 
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Interestingly,  the  two  statements  cited  ini- 
tially, though  written  1 14  years  apart,  draw 
similar  conclusions  about  religious  goods  and 
about  the  role  of  religion  in  the  discussion. 
They  both  see  suffering  as  having  great  value. 
For  both  bodies  relief  of  suffering  is  trumped 
by  the  value  of  preserving  life  whenever  the 
two  values  are  in  conflict.  They  also  agree  in 
giving  great  deference  to  the  sovereignty  of 
God.  Both  seem  to  be  saying  that  suffering 
(illness),  is  a matter  about  which  God  makes 
particular  choices  for  particular  individuals. 
On  both  of  these  counts  there  would  be  seri- 
ous disagreement  among  genuinely  religious 
perspectives.  Ironically,  the  1879  account 
also  includes  the  ideas  of  a dissenter.  Dr.  T.  T. 
Robertson,  who  offers  an  alternative  under- 
standing of  both  the  value  of  suffering  and 
the  sovereignty  of  God.  His  response  illus- 
trates the  difficulty  of  trying  to  summarize  the 
religious  aspect  of  a complex  question  by  cit- 
ing the  expressed  or  inferred  views  of  partic- 
ular religious  communities. 

The  questions  of  the  value  of  suffering  and 
the  sovereignty  of  God  can,  in  fact,  be  the 
basis  for  a very  rich  discussion  of  the  issue  of 
euthanasia  and  assisted  suicide.  Religion  is 
concerned  with  values  which  are  the  ultimate 
source  of  meaning  for  human  life.  Quantity  or 
extension  of  physical  life  does  not  in  itself 
add  value  to  that  life  in  a religious  context. 
Short  or  interrupted  lives  can  have  great 
meaning.  To  be  sure,  there  are  appropriate 
and  inappropriate  bases  for  interrupting  life, 
and  extending  life  can  bring  great  joy,  or 
value.  But  quantity,  per  se,  does  not  add 
value.  Each  day  of  life  we  receive  is  an  unde- 
served gift.  We  have  no  grounds  for  asking 
for  more. 

When  additional  life  inevitably  means  addi- 
tional suffering,  we  may  legitimately  ask 
whether  it  must  be  extended.  Even  though  the 
two  statements  cited  above  seem  to  imply 
that  suffering  may  have  value,  neither  leads 
to  the  conclusion  that  all  suffering  is  of  great 
value.  Even  the  SCMA  group  said  in  1879,  “a 
certain  amount  of  suffering”  is  the  Divine 
decree.  Here  is  precisely  where  a balance 


must  be  struck.  As  Dr.  Robertson  objected, 
only  human  beings  are  required  to  suffer.  In  a 
religious  perspective,  suffering  may  have 
value  as  a test  of  faith  or  for  other  purposes, 
but  it  need  not  be  elevated  to  the  level  of  a 
prima  facie  value. 

Freed  from  an  absolutist  perspective,  reli- 
gion can  appropriately  be  the  basis  for  exert- 
ing great  effort  to  save  life.  Religion  has 
stressed  healing  as  a ministry,  and  many  reli- 
gious groups  have  founded  institutions  of 
healing.  The  Jewish  and  Christian  scriptures 
contain  examples  of  healing  as  a religious 
activity. 

Alongside  this  bias  to  preserve,  however, 
there  may  also  be  grounds  for  interrupting 
life.  The  most  difficult  problem  is  to  establish 
on  which  basis  that  can  be  appropriate.  For 
this  reason  the  killing-letting  die  distinction 
can  be  a morally  relevant  one.  If  the  distinc- 
tion between  the  two  depends  upon  a techni- 
cal discussion  of  the  circumstances  and  pre- 
sumes that  all  instances  of  letting  die  are 
acceptable  whereas  all  instances  of  killing  are 
not,  it  will  be  a difficult  priority  (and  distinc- 
tion) to  maintain.  If,  however,  it  is  acknowl- 
edged that  both  killing  and  letting  die  may  or 
may  not  be  acceptable,  a religious  impulse  to 
impose  standards  for  acceptable  killing  that 
are  more  rigorous  than  the  standards  for 
acceptable  letting  die  seems  appropriate. 

The  theological  foundation  for  acting  in  this 
way  is  based  upon  how  one  views  God  as 
efficient  cause  in  the  natural  order.  Prohibi- 
tion of  suicide  or  euthanasia  on  religious 
grounds  depends  heavily  on  seeing  God  as 
the  only,  or  the  primary,  efficient  cause. 
Either  God  has  complete  control  of  the  timing 
of  each  death  (God  is  the  only  efficient  cause) 
or  God's  will  in  that  matter  is  primary  and 
should  take  precedence  over  any  human  wish 
to  die.  Logically  there  is  room  for  God  to  pre- 
fer suicide,  but  that  possibility  seems  remote. 

If  one  is  religious  but  does  not  see  God  as 
the  only  efficient  cause  in  the  universe,  then 
there  is  room  for  human  beings,  for  appro- 
priate reasons,  to  be  the  efficient  cause  of 
their  own  death  or  that  or  others.  Process 
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thought,  as  seen  in  the  writings  of  Whitehead, 
offers  a helpful  framework  in  which  to  view 
the  possibility.  The  future  is  genuinely  open. 
The  past  is  created  out  of  distinct  moments  of 
experience  which  pass  from  present  to  past. 
God  exerts  influence  on  each  present  moment 
of  experience  as  a lure  toward  the  good.  All 
persons  are  capable  of  accepting  or  rejecting 
that  lure.  Therefore,  there  is  not  a predeter- 
mined end  to  each  person’s  life. 

Value  is  created  not  by  corresponding  to 
some  eternal  verity  but  by  a constantly 
enlarging  store  of  wisdom  based,  in  part, 
upon  experience.  Human  life  is  of  great 
value,  but  not  of  infinite  value.  Because 
human  life  is  susceptible  to  evil  and  to  natural 
effects,  including  suffering,  there  are  times 
when  the  only  just  outcome  may  depend  on  a 
value  beyond  the  physical  realm.  Physical  life 
is  of  great  intrinsic  value,  but  not  as  valuable 
as  spiritual  life  (metabolism  ranks  lower  than 
prayer).  The  end  of  physical  life  is  not  always 
bad.  Many  choices  over  a lifetime  determine 
the  circumstances  of  physical  life.  The  natu- 
ral lottery  also  determines  some  of  the 
choices  which  can  be  made. 

We  have  arrived,  then,  at  the  conclusion 
that  religion  provides  the  foundation  for  a 
conditional  duty  to  preserve  life.  It  gives  pri- 
ority to  life  and  to  letting  die  when  life  has 
lost  its  value,  but  it  does  not  require  that  all 
physical  life  be  preserved.  Some  may  argue 
that  moving  from  an  absolute  duty  to  pre- 
serve life  to  a conditional  one  is  launching 
out  upon  a slippery  slope,  which  could  be 
avoided  by  staying  on  the  absolutist  high 
ground.  All  positions,  however,  begin  on  the 
slope,  and  moral  arguments  are  the  only  sand 
that  anyone  has  to  shore  up  her  positions. 
Duty  arises  out  of  the  inevitable  conflict 
between  competing,  compelling  goods.  The 
religious  notions  of  forgiveness  and  redemp- 
tion for  the  moral  agent  thrown  into  such 
quandaries  should  never  be  an  excuse  for 
weak  efforts  at  moral  thinking.  They  can, 
however,  be  reassuring  for  those  who  are 
willing  to  acknowledge  our  limits  as  human 
beings. 


Though  there  is  no  inherent  structure  for 
determining  when  assisted  death  may  be 
appropriate  from  a religious  perspective, 
there  are  criteria  which  are  important  to 
include  in  any  consideration  of  such  a deci- 
sion. Because  the  impact  of  transcendent  val- 
ues is  such  a personal  issue,  one  key  element 
in  any  appropriate  assisted  death  is  autonomy. 
While  the  role  and/or  efficacy  of  the  commu- 
nity and  any  priest  or  cleric  vary  among  reli- 
gious traditions,  few  would  argue  that  reli- 
gious values  can  be  transmitted  to  an  unwit- 
ting participant.  Individuals  should  be  free  to 
determine  the  criteria  by  which  they  respond 
to  the  lure  of  God  toward  the  good.  The  same 
privilege  should  be  extended  to  all  health  care 
providers.  None  of  them  should  be  asked  to 
go  beyond  the  bounds  or  their  own  moral 
judgment. 

A second  matter  of  importance  is  the  inter- 
action of  religious  perspectives  with  social 
policy.  Every  society  which  is  not  a theocracy 
must  contend  with  the  effects  of  a plurality  of 
religious  values  among  its  citizens.  Often  in 
democratic  societies  a utilitarian  calculus  of 
benefits  and  harms  is  the  most  practical  way 
to  decide  important  issues  among  competing 
value  systems.  While  genuinely  religious  per- 
sons always  reserve  the  right  to  follow  con- 
science over  policy  or  law,  it  is  appropriate 
for  religious  persons  and  communities  to  par- 
ticipate in  the  public  dialogue  about  the  wis- 
dom of  particular  laws  or  policies  and  then  to 
be  law-abiding  citizens.  Where  no  great  harm 
comes,  matters  about  which  there  are  genuine 
disagreements  of  conscience  are  best  left 
untreated  in  the  law.  The  passage  of  a law  is 
often  the  admission  that  dialogue  has  failed, 
and  the  effects  of  letting  a practice  continue 
will  bring  harm. 

There  is  also  a religious  basis  for  continu- 
ing review  of  the  policies  or  laws.  Conditions 
change  and  practices  evolve  over  time.  Hav- 
ing settled  a matter  at  one  point  does  not  set- 
tle it  forever.  In  religious  traditions  this 
approach  is  sometimes  called  casuistry.4 
Though  it  can  be  abused,  it  can  also  lead  to 
the  application  of  great  wisdom  from  a 
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respected  leader.  Excesses  can  be  curbed,  and 
the  lessons  learned  from  practice  can  be 
applied  to  improve  it. 

A saying  from  St.  Paul  will  illustrate  this 
point.  In  I Cor.  7:10-11  (NRSV)  he  says,  ‘To 
the  married  I give  this  command — not  1 but  the 
Lord — that  the  wife  should  not  separate  from 
her  husband  (but  if  she  does  separate...)  ” Here 
we  see  a command  from  God  given  great 
weight,  but  not  absolute  weight,  by  the  scrip- 
ture. In  the  arena  of  tough  moral  choices,  there 
is  room  for  the  wise  practitioner  to  use  justice 
and  mercy  along  with  rule  and  precedent.  ~3 


NOTES 

1.  Minutes  of  the  proceedings  of  the  South  Carolina 
Medical  Association,  Charleston.  April  7,  1879  fur- 
nished by  Betty  Newsom,  The  Waring  Historical 
Library. 

2.  Report  of  the  Council  on  Ethical  and  Judicial 
Affairs,  American  Medical  Association,  1993 
(CEJA  Report  1-93-9). 

3.  Prima  facie  is  used  in  this  paper  in  the  sense  out- 
lined in  the  writings  of  W.  D.  Ross. 

4.  For  a discussion  of  casuistry,  the  reader  is  referred 
to  Jonsen.  Albert  and  Toulmin.  Stephen.  The  Abuse 
of  Casuistry.  Berkeley:  University  of  California 
Press,  1988. 


ERRATUM 

In  "translating”  from  PC  to  MAC  format,  the  footnote  to 
manuscript  "BACKBIRE:  AHCPR  Guideline  for  low 
back  pain”  (JSCMA  91:  465-468,  1995),  a S40  typo 
slipped  in.  erroneously  raising  the  guideline  price  to 
S45.50.  The  correct  price  is  an  affordable  S5.50. 

The  Journal  staff  apologize  for  this  error. 


February'  1996 


61 


SOUTH  CAROLINA  LAW  AND  PHYSICIAN 
ASSISTED  SUICIDE 

STEPHEN  P.  WILLIAMS,  J.  D.* 


The  recent  consideration  of  the  role  of  the 
physician  caring  for  patients  who  have  termi- 
nal illnesses  who  wish  to  end  their  lives  illus- 
trates the  dichotomy  between  legal  policy  and 
the  interests  of  the  state  in  preserving  life 
and  the  ethical  duties  of  physicians  to  respect 
beneficence  in  general  and  patient  autonomy 
in  particular. 

Some  states  have  enacted  specific  criminal 
statutes  prohibiting  physician  involvement  in 
the  intentional  act  of  suicide.  Indeed,  the 
South  Carolina  General  Assembly  has  seen 
introduction  of  bills  in  both  the  House  and 
Senate  making  physician  assisted  suicide  a 
crime.  Interestingly,  a survey  of  current  South 
Carolina  law  indicates  such  behavior  may 
already  be  prohibited  because  of  the  manner 
in  which  the  state  of  South  Carolina  enacted 
much  of  its  criminal  law. 

Popular  myth  leads  one  to  believe  the  legis- 
lature has  enacted  specific  statutes  delineat- 
ing all  criminal  acts  in  South  Carolina.  While 
there  are  numerous  statutes  defining  acts  con- 
stituting crimes,  our  state  has  relied  on  the 
common  law  of  England,  from  inception  as  a 
colony,  to  provide  the  definition  of  our  most 
basic  crimes,  such  as  murder.  In  fact,  there  is 
still  no  statutory  crime  of  murder  in  South 
Carolina.  The  legislature  has  enacted  a 
method  of  sentencing  persons  convicted  of 
the  common  law  crime  of  murder,  but  has  not 
statutorily  defined  the  crime. 

A little  known  statute,  S.  C.  Code  section 
14-1-50,  continues  in  effect  “all  and  every 
part  of  the  common  law  of  England”  where  it 


is  not  altered  by  statute  or  inconsistent  with 
the  Constitution. 

Thus,  our  body  of  law,  both  civil  and  crimi- 
nal, includes  the  entirety  of  English  common 
law  plus  any  statutes  enacted  by  the  general 
assembly  or  constitutional  provisions  enacted 
by  the  people  of  South  Carolina. 

To  answer  whether  physician  assisted  sui- 
cide is  a crime  in  South  Carolina,  we  must 
first  determine  what  the  common  law  has  to 
say  about  suicide.  Suicide  is  a felony  at  com- 
mon law.  The  South  Carolina  Supreme  Court 
noted  this  in  a 1891  case.  State  v'.  Levelle,  34 
S.C.  1 20,  13  SE  3 1 9 ( 1 89 1 ) and  again  in  State 
v.  Hill,  254  S.C.  321,  175  SE2d  227  (1970). 
Reading  these  cases  together  with  the  code 
section  cited  above,  one  can  state  that  suicide 
is  a felony  in  South  Carolina. 

What  about  assisted  suicide?  South  Caroli- 
na Code  section  16-1-40  states  “whoever 
aids  in  the  commission  of  a felony  or  is 
accessory  thereto  before  the  fact  by  counsel- 
ing, hiring  or  otherwise  procuring  such  felony 
to  be  committed  shall  be  punished  in  the 
same  manner  prescribed  for  the  punishment 
of  the  principal  felon.”  Thus,  it  is  a felony  to 
assist  in  the  felonious  act  of  suicide.  Violators 
could  face  a prison  sentence  of  up  to  10 
years. 

It  is  reasonable  to  assume  that  physician 
assisted  suicide  constitutes  a criminal  offense 
in  South  Carolina,  subjecting  the  physician  to 
a prison  sentence  of  up  to  10  years,  potential 
loss  of  licensure,  and  livelihood  after  prison. 

□ 


*Senior  Vice  President  and  General  Counsel,  South 
Carolina  Medical  Association,  P.  O.  Box  11188, 
Columbia,  SC  2921 1 . 
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ASSISTED  DEATH 

ROBERT  M.  SADE,  M.  D * 


INTRODUCTION 

The  central  goal  of  the  medical  profession  is 
to  heal  the  sick,  and  when  that  is  not  possible, 
to  relieve  suffering.  Our  tools  to  do  both  have 
improved  dramatically  in  the  last  century. 
Yet,  as  our  technology  has  grown  more  pow- 
erful, our  connection  to  our  patients  has 
become  more  tenuous  as  we  have  become 
less  personal  and  less  caring.  Nowhere  is  this 
reflected  more  clearly  than  in  the  way  we 
care  for  terminally  ill  patients.  We  use  our 
technology  to  its  full  limits,  doing  everything 
we  can  to  restore  function  to  a damaged  body. 
We  now  can  do  more  to  alleviate  a greater 
variety  of  human  ills  than  was  ever  before 
possible,  yet,  when  technology  has  run  its 
course  and  is  no  longer  of  any  avail,  when 
there  is  nothing  more  we  can  do  physically 
for  our  patients,  we  tend  to  drift  away  from 
them,  to  leave  their  care  in  the  hands  of  oth- 
ers, most  often  family  or  other  professionals. 
There  are  many  things  we  can  do  to  help  such 
patients,  relieving  pain,  buoying  up  spirits  in 
whatever  way  is  possible,  but  most  of  us  do 
not  do  them  well,  when  we  do  them  at  all. 
Patients  who  feel  helpless  in  the  face  of 
severe  illness,  angry  that  not  more  can  be 
done  for  them,  abandoned  in  the  high  expec- 
tation that  medical  science  can  cure  all, 
frightened,  and  alone,  it  is  no  wonder  that  sui- 
cide seems  a reasonable  option  for  many  such 
patients.  Dramatic  stories  have  brought  into 
sharp  public  focus  questions  regarding  sui- 
cide, euthanasia  and  the  conditions  under 
which  they  are  acceptable:  Debbie,  a young 
woman  dying  of  ovarian  cancer  who  was  put 
to  death  by  a young  resident  physician  in  the 
middle  of  the  night,1  Janet  Adkins,  the  first 

*Address  correspondence  to  Dr.  Sade  at  the  Depart- 
ment of  Surgery,  Medical  University  of  South  Carolina, 
171  Ashley  Avenue,  Charleston,  SC  29425. 


beneficiary  of  Dr.  Kevorkian’s  death 
machine,2  and  Diane,  a woman  dying  of 
leukemia,  helped  to  an  early  death  by  her 
long  time,  caring  physician.  Dr.  Timothy 
Quill.3 

During  these  public  discussions,  there  have 
been  firmly  held  beliefs,  hot  debates,  and 
philosophical  arguments  that  have  divided  the 
population  into  camps  that  support  the  legal- 
ization of  assisted  suicide,  with  or  without 
euthanasia,  and  those  who  oppose  it.  Public 
referenda  on  the  passage  of  laws  to  legalize 
physician  assisted  suicide  narrowly  lost  in 
Washington  and  California,  and  narrowly 
won  in  Oregon.  The  public  relations  efforts  of 
opposing  sides  were  based  on  religious, 
philosophical,  and  practical  arguments.  My 
focus  now  is  on  one  of  those  areas  of  conflict, 
philosophical  moral  issues  underlying  assist- 
ed suicide  and  euthanasia  (assisted  dying)  for 
the  terminally  ill. 

THE  MORAL  STATUS  OF  INTERVEN- 
TION BY  THE  STATE 

The  first  fundamental  moral  question  to  be 
asked  regarding  euthanasia  is  this:  when  is 
the  use  of  coercion  by  the  state  morally  justi- 
fiable to  prevent  individuals  from  seeking 
assistance  in  suicide  or  in  providing  euthana- 
sia? Ours  is  a secular  society  that  follows  no 
single  religion,  in  fact  is  highly  pluralistic  in 
religious  viewpoints.  For  this  reason,  reli- 
gious arguments,  because  they  are  limited  in 
their  following,  cannot  provide  a general  jus- 
tification for  state  intervention.  There  are  sev- 
eral secular  perspectives  that  could  shed  light 
on  this  moral  issue,  and  I will  present  two  of 
them,  the  first  based  on  the  notion  of  justifi- 
able authority,  the  second  on  the  idea  of  natu- 
ral rights. 
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A Limited  Authority  View 
H.  Tristram  Engelhardt,  Jr.,  has  argued  that 
three  requirements  are  needed  to  justify  the 
use  of  coercise  power  of  the  state:  first,  it 
must  he  shown  that  the  behavior  being 
enforced  is  morally  justifiable;  second,  it 
must  be  shown  that  the  state  has  the  authority 
to  coerce  those  who  do  not  consent  to  the 
behavior;  and,  third,  it  must  be  shown  that 
coercive  enforcement  of  the  behavior  will 
result  in  more  benefits  than  harms  to  society. 
If  one  presumes  mutual  respect  for  persons 
and  follows  the  imperative  not  to  use  others, 
without  their  consent,  for  purposes  they  have 
not  chosen,  a peaceful  resolution  of  the 
euthanasia  debate  is  possible,4 

Laws  prohibiting  assisted  dying  cannot 
meet  any  of  the  three  criteria  for  justified 
intervention  by  the  state.  First,  although  there 
are  many  religious  arguments  claiming  the 
immorality  of  suicide  or  euthanasia,  there  is 
no  broadly  accepted  secular  view  of  morality 
that  can  show  that  it  is  wrong  for  competent 
persons — in  the  absence  of  contracts  or  simi- 
lar obligations  to  others,  like  children — to 
end  their  own  lives  with  or  without  the  help 
of  others.  Second,  the  notion  of  social  con- 
tract does  not  specifically  include  authoriza- 
tion for  the  state  to  act  coercively  with  regard 
to  euthanasia.  And  third,  because  there  is  no 
generally  accepted  hierarchical  ranking  of 
values,  it  is  not  possible  to  evaluate  the  bene- 
fits and  harms  that  may  come  from  such  a 
policy.  Thus,  because  there  is  no  justification 
for  the  state  to  act  coercively  with  respect  to 
assisted  dying,  individuals  must  be  free  to 
act.  Engelhardt  concludes  that  we  must 
accept  that  at  least  some  individuals  may 
choose  to  take  their  own  lives,  with  the  possi- 
ble assistance  of  others,  not  because  suicide 
or  euthanasia  is  a good  thing,  but  because 
there  is  no  justified  authority  to  stop  them 
from  doing  it. 

A Natural  Rights  View 

A second  way  of  looking  at  the  question  of 
justifying  state  intervention  to  prevent  suicide 
or  euthanasia  is  based  on  natural  rights.  Dou- 


glas Rasmussen  and  Douglas  Den  Uyl  have 
described  a philosphical  foundation  for  the 
rights  to  life,  liberty,  and  property,  like  those 
which  John  Locke  described  and  upon  which 
the  United  States  constitution  is  based.'  It  is 
grounded  in  a particular  view  of  human 
beings  as  capable  of  rationality,  and  required 
to  deal  with  the  real  world  through  the  use  of 
their  own  power  to  reason.  The  goal  of  a 
human  being’s  life,  expressed  in  secular 
terms,  is  to  find  happiness,  or  to  strive  for  ful- 
fillment of  his  own  individual  potentials,  that 

is,  to  flourish  as  a human  being.  Because  each 
of  us  is  a unique  individual,  we  must  use  our 
minds  to  find  that  particular  combination  of 
values  and  behaviors  that  is  best  suited  to  our 
special  talents,  abilities,  and  goals.  There  is 
no  single  set  of  rules  for  decision-making  that 
is  right  for  all  persons  at  all  times:  for  an  indi- 
vidual to  know  the  right  thing  to  do  in  a given 
situation,  he  must  use  his  own  mind  to  weigh 
the  facts  of  the  case  in  reaching  a decision. 
Thoughtfully  determining  what  to  do  in  a 
given  circumstance  is  difficult  for  an  individ- 
ual to  do  in  light  of  his  own  needs  and  char- 
acter; it  is  impossible  for  someone  else  to  do 
it  for  him. 

For  this  reason,  a fundamental  human  need 
is  self-directedness.  Without  it,  we  cannot 
achieve  fulfillment;  to  act  rationally  requires 

it,  so  flourishing  cannot  occur  without  it. 
Being  self-directed  does  not  guarantee  that 
the  right  choices  will  be  made,  so  it  does  not 
necessarily  lead  to  flourishing.  But  without 
self-directedness,  one  could  not  make  good  or 
bad  judgments,  would  not  be  open  to  praise 
or  blame.  In  short,  self-directedness  is  of  cen- 
tral importance  to  morality. 

We  live  in  a world  with  other  human  beings 
whose  goal,  flourishing,  is  the  same  as  ours. 
Every  person  pursues  this  end,  and  needs  the 
freedom  to  act  toward  achieving  it.  Because 
we  live  in  societies  with  other  human  beings, 
there  may  be  conflicts  with  other  value-pur- 
suers. A way  is  needed  to  protect  a space  or 
territory  in  which  one  is  free  to  act  without 
interference  from  others. 

Rights  provide  this  protection.  Natural 
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rights  are  possessed  by  every  human  being, 
and  protect  life,  liberty,  and  property.  They 
are  essentially  a social  notion,  defining  the 
way  people  may  relate  to  one  another.  Rights 
do  not  themselves  prescribe  values  or  direct 
choices  of  individuals;  rather,  they  serve  as 
guides  to  the  creation  of  a legal  system  which 
protects  the  moral  territory  within  which  each 
individual  is  free  to  act  to  achieve  his  own 
goals.  They  provide  an  impartial  framework 
within  which  diversity  of  moral  choices  and 
goals  can  be  respected,  so  are  used  as  the 
principles  upon  which  laws  governing  a just 
society  can  be  based. 

On  this  view,  the  state’s  coercive  power  to 
prevent  suicide  (and,  by  inference,  voluntary 
euthanasia)  could  only  be  justified  if  the  sui- 
cide invades  the  moral  territory  of  others,  that 
is,  if  it  violates  the  rights  of  others  to  life  and 
liberty.  It  generally  does  not  violate  the  rights 
of  others,  with  the  possible  exceptions  of 
obligations  to  others,  like  children,  and  duties 
owed  under  contracts.  Therefore,  there  is  no 
general  justification  for  state  intervention 
against  either  suicide  or  voluntary  euthanasia. 

THE  MORALITY  OF  ASSISTING  IN 
DYING 

There  is  an  important  difference  between  sui- 
cide and  assisting  suicide:  the  potential  for 
the  patient's  death  to  serve  the  interests  and 
goals  of  the  assister  rather  than  those  of  the 
patient.  Such  abuses  could  be  serious  enough 
to  qualify  as  murder.  While,  in  principle, 
assisting  suicide  may  be  morally  acceptable, 
practical  considerations  of  the  potential  for 
rights-violating  abuses  could  provide  grounds 
for  proscription  by  the  state.  This  is  a ques- 
tion that  cannot  be  answered  by  moral  philos- 
ophy, but  by  empirical  studies;  however,  such 
empirical  studies  are  not  available.  How 
many  assisted  deaths  are  motivated  by  finan- 
cial or  other  interests  of  the  assister?  How 
many  patients  request  assistance  in  dying 
because  they  are  unaware  of  resources  that 
might  relieve  their  suffering?  Balancing  the 
social  risks  and  benefits  of  legislation  to  per- 
mit assisted  dying  requires  factual  responses 


to  a myriad  of  questions  like  these,  but  few 
data  exist. 

Whether  or  not  permitting  assisted  suicide 
would  be  wise  policy  or  law,  there  are,  as  in 
the  case  of  suicide,  no  secular  moral  grounds 
for  prohibiting  it.  There  are,  however,  moral 
questions  beyond  that  of  prohibition.  What  are 
the  conditions  under  which  it  is  good  or  bad, 
right  or  wrong,  to  ask  others  for  assistance  in 
dying?  When  is  it  appropriate  to  provide  such 
assistance?  Who  should  or  should  not  respond 
to  a request  for  assistance  in  suicide? 

1 would  like  to  suggest  that  physicians  are 
not  appropriate  responders  to  a request  for 
assisting  in  a patient’s  death.  An  accompany- 
ing article  argues  that  physicians  should 
respond  to  such  requests,  albeit  reluctantly,  in 
the  context  of  a caring  relationship,  at  least  in 
part  because  of  the  obligation  to  have  com- 
passion for  their  patients’  circumstances. 
Indeed,  compassion  is  one  of  the  highest 
virtues  of  the  physician.  Without  it,  he  is  less 
a healer  than  a technician  employing  medica- 
tions and  medical  devices.  Edmund  Pellegri- 
no has  observed  that,  while  compassion  is  an 
important  virtue  for  physicians,  it  is  not  a 
foundational  principle  to  guide  decisions  and 
actions.  Indeed,  it  is  possible  to  do  much 
harm  with  compassion  unconstrained  by  rea- 
son and  propriety.6 

Violation  of  the  Goals  of  Medicine 
Assistance  in  dying  violates  several  long- 
standing norms  of  medicine.  First,  euthanasia 
diverts  attention  from  a fundamental  goal  of 
medicine,  to  restore  health  or,  at  least,  to 
relieve  suffering.  This  goal  requires  that  we 
focus  on  real  needs  of  terminally  ill  patients, 
needs  that  we,  as  a profession,  often  do  not 
meet  well:  control  of  pain,  relief  of  suffering, 
continuing  to  be  present  when  technical  help 
no  longer  avails,  respect  for  the  right  to 
refuse  life  sustaining  treatment,  and  our 
search  for  better  ways  to  manage  the  dying 
patient,  as  exemplified  by  the  hospice  move- 
ment. As  healers,  our  efforts  and  energies 
should  be  focused  into  these  areas  of  caring 
for  terminally  ill  patients.7 


February  1996 


65 


ETHICAL  ARGUMENTS  AGAINST 


Two  assumptions  underlie  the  ease  for 
physician  assisted  dying,  both  of  which  are 
highly  questionable:  first,  that  physicians  are 
reliable  executors  of  patient  preferences  dur- 
ing periods  of  severe  or  terminal  illness,  and 
second,  that  physicians  are  knowledgeable 
about  what  their  patients’  medical  and  psy- 
chiatric needs  in  fact  are.  The  assumption  that 
physicians  are  reliable  executors  of  patient 
preferences  during  periods  of  severe  or  termi- 
nal illness  is  now  known  to  be  ill-founded, 
because  nearly  every  study  addressing  this 
issue  has  found  that  advance  directives,  even 
when  they  are  available,  are  followed  only 
sporadically,  and  that  actual  decisions  made 
near  the  end  of  life  reflect  the  values  of 
physicians  more  than  of  patients.8-9  In  the  case 
of  assisted  suicide  or  euthanasia,  the  physi- 
cian’s values  cannot,  in  principle,  be  exclud- 
ed.6 He  determines  the  presence  of 
appropriate  circumstances  (the  diagnosis, 
presence  of  depression,  etc.),  controls  the 
means  of  death  and  both  its  availability  and 
timing,  decides  if  suffering  is  truly  unbear- 
able and  psychological  crisis  unresolvable, 
and  decides  whether  the  severity  of  the  prob- 
lem justifies  suicide.  The  real  danger  lies  in 
this:  the  suffering  patient’s  death  may  be  a 
relief  not  only  for  the  patient,  but  also  for  the 
physician  whose  technology  no  longer  works, 
leaving  him  feeling  frustrated,  weary,  and 
helpless,  and  perhaps  vulnerable  to  acting  in 
response  to  his  own  needs.  We  have  not  done 
well,  as  a profession,  in  understanding  and 
executing  the  desires  and  values  of  our 
patients  while  setting  aside  our  own.89 

The  assumption  that  physicians  are  knowl- 
edgeable about  what  are  in  fact  their  patients' 
medical  and  psychiatric  needs  is  also  not 
always  true.  The  average  physician  in  general 
practice,  those  most  likely  to  be  involved  in 
assisting  suicide,  miss  the  diagnosis  of  treat- 
able depression  at  least  one-third  of  the 
time,1"  undertreat  depression  39  percent  of  the 
time,"  and  undertreat  chronic  pain  at  least 
half  the  time.9  If  accurate  psychiatric  diagno- 
sis and  expertise  in  relieving  pain  must  pre- 
cede the  ultimate  step  of  assisting  in  death. 


many  physicians  are  not  in  a position  to  take 
that  responsibility.  A great  deal  more  ground 
could  be  gained  by  training  physicians  and 
others  in  appropriate  management  of  termi- 
nally ill  patients  than  by  providing  the  physi- 
cian an  easy  way  out  of  a difficult  and  per- 
sonally distressing  clinical  situation  through 
assisted  dying. 

An  argument  made  by  supporters  of  physi- 
cian assisted  dying  is  that  patients  may  be 
harmed  by  denying  physicians  legitimacy  in 
assisting  patients  to  die.  I am  not  claiming, 
though,  that  patients  should  be  denied  an  ear- 
lier rather  than  a later  death,  only  that  some- 
one other  than  the  physician  should  provide 
that  help,  if  it  is  to  be  available  at  all.  Unlike 
the  role  of  the  physician’s  expert  knowledge 
in  supporting  health,  no  special  expertise  is 
required  to  produce  death.  Lay  manuals  have 
been  published  detailing  such  methods.  If 
assistance  in  dying  were  to  be  made  legal, 
methods  not  requiring  a physician’s  prescrip- 
tion could  be  devised  to  assure  a comfortable 
death  at  a time  of  the  patient’s  choosing.12 

The  Ethical  Identity  of  Physicians 
The  most  important  way  in  which  physician 
assisted  dying  violates  the  principles  of 
medicine  is  that  such  an  act  strikes  at  the  core 
identity  of  physicians.  As  Leon  Kass  has 
pointed  out,  a profession  is  an  occupation  to 
which  its  practitioner  “professes”  his  dedica- 
tion.13 Each  profession  has  an  end  or  goals 
that  are  the  object  of  such  dedication:  for  the 
physician,  the  goals  are  healing  the  sick, 
relieving  medically  related  suffering,  and 
helping  patients  move  toward  health  and 
wholeness.  Professionals  are  not  technicians; 
they  are  intimately  involved  with  what  is  ulti- 
mately a moral  enterprise.  Morality  is  the 
concern  with  alternatives,  ways  of  acting 
towards  ends  or  goals,  that  can  be  chosen. 
The  good  toward  which  medicine  strives  is 
health,  which  can  be  thought  of  as  a state  of 
well-being  that  human  beings  for  the  most 
part  maintain  for  themselves  both  by  biologic 
processes  that  maintain  and  restore  normal 
function,  and  by  their  choices  of  health-sup- 
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porting  actions  and  goals.  The  physician's 
role,  even  in  this  era  of  high  technology,  is 
merely  to  assist  the  body  in  its  own  self-heal- 
ing. We  often  fail  to  acknowledge  the  essen- 
tial truth  that  our  power  to  heal  is  limited,  and 
ultimately  is  only  temporary  because  of 
inevitable  organic  deterioration  and  death. 

If  these  are  the  goals  of  medicine,  then  cer- 
tain virtues  are  required  to  reach  them,  among 
them  honesty,  fidelity,  discretion,  rationality, 
integrity,  compassion,  and  self-restraint. 
These  virtues  cannot  be  observed  or  ignored 
by  the  choice  of  the  physician:  they  are  an 
inseparable  component  of  his  identity,  of  who 
and  what  he  is.14  They  imply  certain  positive 
obligations  toward  patients:  truthfulness 
about  medical  facts,  education  about  the 
meaning  of  those  facts  for  the  patient,  and 
encouragement  about  the  possibilities  of 
restoration  of  health  or  the  relief  of  suffering. 

They  also  imply  certain  negative  obliga- 
tions that  define  what  Kass  calls  the  outer 
limits  of  medicine.  The  nature  of  medicine  as 
a profession  requires  at  least  three  inviolable 
limits:  prohibitions  on  sexual  relations  with 
patients,  breaches  of  confidentiality,  and  dis- 
pensing of  deadly  drugs.  Although  these  pro- 
scriptions have  been  an  explicit  part  of 
medicine  since  at  least  the  Hippocratic  peri- 
od, they  are  not  grounded  in  tradition,  but  in 
the  nature  of  medicine,  which  makes  neces- 
sary stable,  predictable  trust  that  underlies  all 
healing.  By  accepting  the  mantle  of  the  pro- 
fession, the  physician  automatically  accepts 
these  limitations  on  professional  activities. 

Empirical  experience  has  provided  evi- 
dence of  the  reality  of  the  temptations  to 
abuse  power  confronting  physicians  when 
they  are  permitted  to  take  human  life. 
Euthanasia  is  officially  tolerated,  though  it 
remains  illegal,  in  the  Netherlands.  While  the 
official  report15  of  the  Remmelink  Commis- 
sion in  1991  was  reassuring  that  the  bound- 
aries of  permitted  killing  were  generally 
observed,  secondary  analysis  of  the  data  tells 
a worrisome  story.  Richard  Fenigsen,  a 
retired  Dutch  cardiologist,  analyzed  the  Com- 
mission’s data  and  found  that  definitions  of 


euthanasia  used  in  the  original  report 
obscured  the  real  extent  of  the  practice.16 
Under  then-existing  guidelines,  only  volun- 
tary euthanasia  was  permitted,  yet,  during 
the  study  period,  although  2,300  patients  a 
year  underwent  active  voluntary  euthanasia, 
and  400  physician  assisted  suicide,  1,000 
patients  were  found  who  underwent  active 
involuntary  euthanasia.  When  all  patients 
who  were  intentionally  euthanatized — includ- 
ing those,  for  example,  who  were  given  over- 
doses of  morphine  to  end  their  lives  but  were 
counted  as  pain  control,  not  euthanasia— are 
added  to  these  numbers,  there  were  nearly 
6,000  cases  of  involuntary  euthanasia,  all  in 
violation  of  the  official  guidelines.  Other 
guidelines  were  violated  in  the  majority  of 
cases.  Altogether,  death  was  hastened  by  a 
decision  or  act  of  a physician  in  49,000  of  the 
86,700  deaths  that  were  not  sudden,  or  56 
percent  of  non-sudden-death  patients  who 
died  during  the  study  period. 

These  data  do  not  measure  the  effect  of  the 
Dutch  policy  on  the  prevalence  of  euthanasia, 
because  we  have  no  knowledge  of  how  exten- 
sively euthanasia  was  practiced  in  the  Nether- 
lands prior  to  the  intiation  of  the  policy.  I 
offer  this  information  not  as  a slippery-slope 
argument,  but  only  to  suggest  that  the  deeply 
ingrained  paternalism  of  the  medical  profes- 
sion— recall  that  it  was  not  until  the  1960s 
that  withholding  information  from  patients 
was  viewed  as  ethically  suspect— produces 
real  dangers  and  temptations  to  abuse  power 
over  life  and  death  at  the  boundaries  of  medi- 
cal practice. 

Ethical  proscription  of  physicians  euthana- 
tizing patients  recognizes  the  power  of 
medicine’s  technology,  drugs,  and  knowledge 
to  to  harm  as  well  as  to  heal.  The  patient's 
autonomous  request  for  aid  in  dying  cannot, 
for  the  physician,  make  the  act  right.  Nor 
does  the  physician’s  compassion,  benefi- 
cence, and  commitment  to  relieve  suffering 
make  such  an  act  right.  The  principle  under- 
lying this  constraint  is  neither  the  autonomy 
of  the  patient,  nor  the  compassion  of  the  pro- 
fessional: it  is  the  physician’s  deep  profes- 
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sional  commitment  to  the  dignity  and  value 
of  life.  By  observing  the  inviolable  limits  of 
his  sphere  of  rightful  activity,  the  physician 
sustains  both  his  own  integrity  and  that  of  his 
healing  profession. 

WHAT  SHOULD  BE  DONE? 

First,  it  should  be  recognized  that  the  preced- 
ing discussion  deals  with  the  morality  of 
assisted  dying,  which  is  related  to  but  sepa- 
rate from  the  law.  The  conclusion  that  assist- 
ing a patient  to  die  should  be  seen  as  unethi- 
cal for  a physician  does  not  imply  that  this 
prohibition  should  be  codified  as  statutory 
law.  It  should  not  be. 

There  are  many  forms  of  killing,  some  jus- 
tified, like  killing  in  self-defense,  and  others 
not  justified,  like  murder.  The  distinction 
between  one  and  the  other  often  must  be  set- 
tled by  evidence  in  a court  of  law.  There  is  a 
parallel  in  assisted  dying:  it  may  sometimes 
be  justified,  sometimes  not.17  Little  objective 
evidence  exists,  but  it  is  my  own  belief  that 
euthanasia,  or  mercy  killing,  occurs,  yet  I 
know  of  no  case  in  this  state  that  has  entered 
the  judicial  system,  despite  the  fact  that 
euthanasia  is  probably  a crime  under  common 
law  in  South  Carolina.18  Nationally,  I know  of 
few  cases  in  which  a physician  has  been 
indicted  or  tried  for  mercy  killing,  when  the 
motivation  has  been  mainly  concern  for  end- 
ing unrelieved  suffering  (an  exception,  of 
course,  is  publicity-seeking  cases,  like  those 
of  Dr.  Jack  Kevorkian).  Thus,  while  euthana- 
tizers  face  the  risk  of  prosecution,  it  seems  to 
me  to  be  a very  small  risk,  especially  in  the 
presence  of  beneficent  motivation. 

Some  physicians  believe  that  assisting  a 
patient  to  die  is  sometimes  justified,  and  that, 
on  those  occasions,  it  should  be  made  easier 
through  legalization,  controlled  by  procedural 
regulation.  1 argue  the  opposite:  that  whether 
or  not  it  is  ever  justified,  assisting  in  death 
should  never  be  made  easy,  and  therefore 
should  not  be  legalized.  The  regularity  with 
which  patients’  values  are  overridden  by 
physicians  in  this  country8-9  and  with  which 
euthanasia  occurs  in  violation  of  procedural 


guidelines  in  Holland15  strongly  argue  against 
legalization.  Moreover,  entrusting  physicians 
with  the  power  to  hasten  death  should  con- 
cern us  now  more  than  ever,  as  managed  care 
is  trying  to  force  changes  in  physician  behav- 
ior, creating  divisions  of  loyalty  that  make  it 
no  longer  automatically  understood  that 
physicians  act  only  in  the  best  interest  of  their 
patients.19 

One  of  the  cardinal  virtues  for  physicians  is 
courage:  acting  for  the  patient’s  welfare  in  the 
face  of  risks  of  various  kinds.  A physician 
who  believes  strongly  that  euthanasia  is  justi- 
fied in  a particular  case  should  have  the 
courage  to  do  what  he  believes  right.  There  is 
risk  that  he  may  have  to  show  in  a court  of 
law  that  the  act  was  in  fact  justified,  but  the 
risk  seems  to  me  to  be  very  small.  He  should 
also  be  prepared,  however,  to  accept  the  ethi- 
cal burden  implied  by  his  action. 

There  are  substantial  reasons  to  maintain 
the  ethical  prohibition  against  physicians 
assisting  in  the  deaths  of  patients.  There  are 
also  substantial  reasons  to  respect  the  law  in 
South  Carolina  as  it  currently  stands,  and  to 
make  no  new  law  either  to  legalize  or  to 
criminalize  euthanasia.  While  public  discus- 
sion should  continue,  neither  good  ethics  nor 
good  public  policy  can  come  from  the  heat  of 
emotionally  charged,  polarized  debate.  Assis- 
tance in  dying  is  no  exception.  □ 
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ETHICAL  ARGUMENTS  IN  FAVOR  OF 
PHYSICIAN  ASSISTED  DEATH 

JOHN  M.  ROBERTS,  M.  D.* 


Struggling  with  the  dilemmas  that  frequently 
arise  at  the  end  of  life  challenges  us,  as  physi- 
cians, to  examine  not  only  our  professional 
identity,  hut  also  our  understanding  of  what  it 
is  to  be  human  if  we  are  to  serve  best  the 
needs  of  our  patients  and  maintain  ethical 
integrity.  Such  an  examination  reveals  that  an 
underlying  tension  can  exist  between  curing 
of  and  caring  for  our  patients.  Similarly,  a 
tension  can  exist  between  the  injunction 
against  killing  and  the  principle  of  benefi- 
cence. Reconciling  these  tensions  is  difficult 
but  the  resulting  moral  framework  may  allow 
physicians  to  aid  in  the  death  of  a patient  in 
certain  circumstances  without  violating  either 
professional  identity  or  the  trust  inherent  in 
the  physician-patient  relationship. 

Evaluating  the  Hippocratic  injunction  to 
"give  no  lethal  potion”  within  its  historical 
context  and  with  respect  to  the  principle  of 
beneficence  suggests  a dynamic  tension 
exists  between  “curing”  and  “caring.”  The 
Pythagorean  physicians  of  ancient  Greece 
were  itinerant,  visiting  various  clinics  or  heal- 
ing circles  on  a rotating  schedule.  Conse- 
quently, patients  were  not  sure  just  which 
physician  they  might  see,  and  to  ensure  con- 
sistency and  promote  trust,  these  physicians 
all  followed  a code  of  behavior  that  has  come 
to  be  known  as  the  Hippocratic  corpus.  Chief 
among  these  works  is  the  Hippocratic  oath 
that  grounds  the  fiduciary  relationship  of  the 
physician  and  patient  in  certain  principles. 
First  among  these  principles  is  doing  no  harm 
or  non-maleficence,  and  its  corollary,  placing 
the  best  interest  of  the  patient  first,  or  the 
principle  of  beneficence. 

In  addition  to  knowing  what  might  cure, 
physicians  also  possessed  the  knowledge  of 
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what  might  kill  a person.  Margaret  Mead,  the 
anthropologist,  noted  that  this  knowledge  of 
life  and  death  was  possessed  in  ancient  cul- 
tures by  both  shamans  and  physicians.  The 
shamans  would  use  the  knowledge  to  pro- 
mote their  own  best  interests,  politically  or 
financially,  and  so  became  feared  by  the  soci- 
ety. However,  by  adhering  to  the  principle  of 
beneficence  and  its  corollary  to  “give  no 
lethal  potion,”  the  Pythagorean  physicians 
obtained  both  the  respect  and  the  trust  of  their 
patients.  That  respect  and  trust  have  rein- 
forced adherence  to  these  principles  to  the 
point  of  becoming  central  to  the  identity  of 
physicians.  Indeed,  it  is  the  legitimate  con- 
cern of  some  that  assisting  in  a patient’s  death 
threatens  the  very  identity  of  what  it  is  to  be  a 
physician,  and  threatens  the  trust  of  the  physi- 
cian-patient relationship.1 

Trust  is  the  expectation  that  certain  out- 
comes will  occur  in  certain  situations.  As 
such,  the  concept  can  vary,  given  the  situa- 
tion. For  example,  if  a person  goes  to  a bank 
for  a loan,  they  expect  the  banker  to  require 
some  type  of  collateral  and  to  set  a schedule 
of  return  payments  with  interest  and  penalties 
if  the  payments  are  not  made  on  time.  In  an 
unfamiliar  situation,  the  social  convention  of 
how  bankers  act  is  relied  on  for  predicting 
behavior.  However,  if  one  has  established  a 
long  term  banking  relationship,  mutually  ben- 
eficial and  demonstrating  consistency,  the 
normal  requirements  may  be  waived  by  the 
banker  given  the  specifics  of  the  situation. 
The  client  may  still  trust  the  banker  to  act  in 
the  best  interests  of  the  bank  and  its 
investors. ..and  therefore  be  no  less  a 
banker.. .but  decisions  are  made  in  a different 
context  based  on  the  depth  of  the  banking 
relationship. 

Similarly,  a patient  can  trust  that  an 
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unknown  physician  will  abide  by  the  socially 
acceptable  prohibition  against  assisted  sui- 
cide. Within  the  framework  of  a deeper  physi- 
cian-patient relationship,  though,  the  patient 
may  trust  the  physician  to  continue  to  act 
beneficently  while  mutually  exploring  and 
even  consenting  to  the  ending  of  a life  under 
certain  circumstances.  Given  the  significance 
and  finality  of  such  a decision,  though,  the 
circumstances  involved  should  be  equally 
significant  and  final,  such  as  an  inability  to 
cure  and  otherwise  unrelievable  suffering. 

Exploring  the  relationship  of  professional 
integrity  to  physician  assisted  death  led 
Franklin  G.  Miller  and  Howard  Brody  to 
note:  “integrity  is  tied  to  the  moral  identity  of 
character.  It  involves  a fit  between  character 
and  conduct;  therefore,  it  bridges  being  and 
doing.”  Integrity  ties  the  professional  identity 
of  physicians  (i.e.,  a distinctive  and  relatively 
social  role)  with  the  moral  framework  in 
which  the  goals  of  medicine  are  achieved. :For 
Miller  and  Brody,  “most,  if  not  all,  legitimate 
medical  practices  can  be  encompassed  by 
three  goals:  healing,  promoting  health,  and 
helping  patients  achieve  a peaceful  and  digni- 
fied death.”3  They  note  further  that:  “four 
basic  duties  of  physicians  govern  ethically 
appropriate  means  of  medical  practice:  (1)  the 
duty  to  practice  competently;  (2)  the  duty  to 
avoid  disproportionate  harm  to  patients  in  the 
effort  to  provide  medieal  benefits;  (3)  the 
duty  to  refrain  from  fraudulent  misrepresenta- 
tion of  medical  knowledge  and  skills;  (4)  the 
duty  of  fidelity  to  the  therapeutic  relationship 
with  patients.”4  Expanding  further  the  notion 
of  fidelity,  they  note  that  “the  generic  duty  of 
fidelity  contains  two  component  duties:  (1) 
the  duty  not  to  abuse  the  trust  on  which  the 
therapeutic  physician-patient  relationship 
depends  and  (2)  the  duty  not  to  abandon 
patients.5  In  situations  where  competent  pal- 
liative care  has  failed  to  relieve  the  suffering 
of  a terminal  patient  who  has  been  adequately 
informed  of  treatment  options  and  outcomes 
and  is  competent  to  make  the  decision  to 
death  and  request  assistance  in  that  effort  to 
alleviate  intolerable  suffering,  physician  par- 


ticipation does  not  violate  professional 
integrity.  They  state  “if  volunteer  physician 
assisted  death  as  a last  resort  is  a legitimate 
practice,  then  the  norm  of  nonabandonment 
supports  physician  presence  at  this  moment.”6 

The  human  condition  is  multi-dimensional, 
involving  not  only  biological  aspects  but  also 
psychological,  social,  and  historical  aspects 
to  name  but  a few.  As  physicians,  we  treat 
humans  and  so,  as  George  Engle  pointed  out 
in  the  biopsychosocial  model  of  medicine,  we 
must  recognize  more  than  simply  the  biologi- 
cal aspects.7  Humans  also  have  free  will  and  a 
certain  degree  of  autonomy  in  decisions  that 
affect  them.  Determining  what  is  of  benefit  to 
a patient,  then,  involves  a dynamic  process  as 
well,  balancing  relevant  scientific  informa- 
tion with  patient  opinions,  beliefs,  and  direc- 
tives. The  more  significant  the  decision,  the 
more  important  the  dialogue,  and  there  may 
be  no  more  significant  decisions  than  those  at 
the  end  of  life. 

Human  life  unfolds  over  a continuum  of 
time,  progressing  through  various  milestones 
biologically,  psychologically,  and  socially. 
The  characteristics  of  these  milestones  have 
been  observed  and  described  scientifically, 
and  this  knowledge  is  within  the  domain  of 
the  physician.  Each  of  these  milestones  may 
be  negotiated  by  the  patient  with  varying 
degrees  of  completeness,  satisfaction,  or  trau- 
ma. Like  birth,  toddlerhood,  adolescence, 
middle  life,  or  old  age,  death  is  such  a mile- 
stone on  the  natural  human  continuum.  As 
such,  aspects  of  dying  can  be  observed  and 
described.  As  such,  the  process  can  vary  in 
satisfaction  or  trauma. 

Negotiating  each  milestone  may  involve 
physical  or  psychological  discomfort  or  even 
pain.  When  the  pain  is  seen  as  temporary  or 
controllable,  or  when  a desired  outcome  is 
perceived  as  attainable,  people  by  and  large 
are  willing  to  continue  with  the  process. 
However,  if  pain  is  unending,  unrelievable, 
uncontrolled,  or  threatening  to  the  personal 
integrity  of  a patient,  suffering  occurs.  Erik  J. 
Cassell  has  noted  that  “suffering  occurs  when 
an  impending  destruction  of  the  person  is  per- 
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ceived;  it  continues  until  the  threat  of  disinte- 
gration has  passed  or  until  the  integrity  of  the 
person  can  be  restored  in  some  manner.”8 

Typically,  we,  as  humans,  will  also  seek 
guidance  and  assistance  in  negotiating  the 
milestones  of  life.  The  more  helpless  we  are 
by  virtue  of  youth  or  inexperience,  the  more 
we  mainly  rely  on  parents,  mentors,  and  those 
we  trust.  We  trust  that  we  shall  not  be  alone 
in  dealing  with  difficult  situations... that  we 
shall  not  be  abandoned. 

Central  to  our  identity  as  physicians,  then, 
are  principles  of  beneficence,  non-malefi- 
cence and  nonabandonment  in  the  fiduciary 
relationships  we  have  with  our  patients.  Thus, 
the  goal  of  medicine  is  to  cure  when  possible, 
to  alleviate  suffering,  and  to  care  always. 
Unrelieved  suffering,  loss  of  autonomy,  loss 
of  control,  or  loss  of  personal  identity  are 
clearly  not  in  the  best  interests  of  our 
patients. 

Although  technological  developments  in 
medicine  over  the  past  30  years  have  enabled 
us  to  maintain  biological  life  functions,  they 
have  not  always  given  us  the  ability  to  cure 
the  underlying  disorder.  Consequently,  these 
interventions  have  resulted  in  what  many 
consider  to  be  the  prolongation  of  death 
rather  than  the  preservation  of  life.  Because 
the  equipment  and  personnel  needed  to  pro- 
vide highly  technical  care  have  been  located 
in  hospitals,  terminal  patients  have  shifted 
location  over  the  past  generation.  Instead  of 
dying  at  home  in  a familiar  environment,  sur- 
rounded by  friends  and  family,  people  now 
end  their  lives  in  the  impersonal  and  often 
unfamiliar  and  frightening  environment  of  a 
hospital.  If  the  hospital  is  far  from  home,  few 
friends  or  family  may  be  able  to  keep  vigil 
and  the  support  staff  all  too  often  isolate  and 
avoid  the  terminal  patient,  focusing  their 
efforts  instead  on  patients  more  likely  to  sur- 
vive. This  avoidance  may  extend  to  fewer  and 
briefer  visits  by  the  physician,  and  inadequate 
control  of  pain,  which  in  turn  leads  to  a sense 
of  abandonment  and  suffering  on  the  part  of 
the  dying  patient. 

Whether  from  lack  of  adequate  education  in 


pain  control  techniques  or  from  a misguided 
fear  of  iatrogenic  addiction,  physicians  fre- 
quently fail  to  manage  terminal  pain  well. 
Studies  of  cancer  patients  show  that  millions 
die  each  year  with  uncontrollable  pain.1'  The 
under-treatment  of  pain  is  reported  to  be  one 
reason  that  some  terminally  ill  patients  con- 
sider suicide  or  request  their  physicians  to 
hasten  death.10  However,  even  with  aggres- 
sive methods,  not  all  terminal  pain  can  be 
controlled. 

Faced  with  end  of  life  issues  such  as  uncon- 
trollable pain,  loss  of  self-control,  fears  of 
loneliness,  and  threats  to  personal  integrity, 
curing  seems  a less  appropriate  medical  focus 
than  caring.  Efforts  to  care  for  and  not  aban- 
don patients  gave  rise  to  several  refinements 
in  moral  thinking  and  clinical  practice.  The 
traditional  Christian  prohibition  against  all 
killing  recognized  the  doctrine  of  double 
effect  which  allowed  for  giving  adequate  nar- 
cotic medications  to  control  pain  in  terminal 
illness.  The  fact  that  respirations  might  be 
suppressed,  hastening  the  death  of  the  patient 
was  morally  acceptable  if  the  intent  was  to 
provide  pain  relief  and  not  to  cause  death.  In 
England,  the  hospice  movement  began  in 
1967  under  the  direction  of  Dr.  Cicely  Saun- 
ders. The  focus  in  terminal  care  was  not  cur- 
ing but  rather  effective  control  of  pain  and 
other  symptoms,  care  of  the  patient  and  fami- 
ly as  a unit  in  a continuum  of  locations  over 
time."  The  concept  of  “comfort-care” 
emerged  with  an  emphasis  on  the  patient  as  a 
person  more  than  a focus  on  the  underlying 
disease.  Dr.  Timothy  Quill,  a proponent  of 
comfort  care,  noted  “comfort  care  values  the 
uniqueness  of  each  human  being  and  tries  to 
individualize  as  much  as  possible... for  each 
(clinical)  decision,  the  values  and  expecta- 
tions of  the  patient  must  take  precedence  over 
those  of  the  caregivers  and  family.”12  Conse- 
quently, treatment  interventions  that  served 
only  to  prolong  suffering  and  the  dying  pro- 
cess could  be  withdrawn. 

Even  with  these  advances  in  individualized 
care  of  terminal  patients,  there  were  some 
whose  pain  was  unrelieved  or  whose  suffer- 
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ing  at  the  loss  of  control  and  personal  integri- 
ty was  such  that  they  requested  aid  in  dying. 
Euthanasia,  the  intentional  taking  of  another 
life  to  promote  a “good”  or  merciful  death, 
has  provided  such  an  option  with  varying 
degrees  of  acceptance  throughout  history.  In 
the  early  20th  century,  the  Voluntary  Euthana- 
sia Legalization  Society  promoted  its  use  in 
England  for  patients  over  21  with  an  incur- 
able disorder,  and  the  Euthanasia  Society  of 
America  supported  it  to  preserve  human  dig- 
nity in  this  country. 

More  recent  experience  in  the  Netherlands 
has  offered  physicians  immunity  from  prose- 
cution if  established  guidelines  are  followed: 
( 1 ) the  patient  must  be  mentally  competent 
and  explicitly  and  repeatedly  request  euthana- 
sia; (2)  the  patient’s  mental  and  physical  suf- 
fering must  be  severe  with  no  prospect  of 
improvement;  (3)  the  patient  must  be  well 
informed  about  the  request;  (4)  all  options  of 
alternative  care  have  been  tried  or  refused  by 
the  patient;  (5)  two  physicians  must  concur 
with  the  request.13  However,  recent  review  of 
actual  causes  of  death  in  the  Netherlands,  as 
well  as  recent  publicized  cases  of  physician 
assisted  dying  by  Dr.  Jack  Kevorkian  have 
continued  to  raise  public  and  professional 
concern. 

Given  the  magnitude  of  the  decision,  the 
need  for  responsible  oversight  seems  clear  if 
physicians  will  be  legally  allowed  to  aid  their 
patients  in  achieving  a “good”  death.  Propo- 
nents of  physician  assisted  death  such  as  Drs. 
Timothy  Quill  and  Howard  Brody  have  pro- 
posed models  utilizing  “palliative  care  com- 
mittees” and  “palliative  care  consultants”  to 
aid  physicians  who  face  this  decision  with 
their  patients.14  The  use  of  these  consultants 


and  committees  would  be  required  if  legal 
protection  was  to  be  extended  to  physician 
assisted  dying,  and  would  help  set  profession- 
al guidelines  as  well  as  minimize  abuse. 

Adherence  to  an  ethic  of  caring  and  a duty 
not  to  abandon  patients  when  there  is  no  hope 
of  cure  is  historically  and  morally  within  the 
professional  identity  of  physicians.  Such  an 
ethic  provides  a moral  framework  for  making 
decisions  at  the  end  of  life  and,  within  prop- 
erly supervised  systems,  can  allow  for  physi- 
cians to  assist  their  patients  seeking  a “good” 
death.  □ 
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At  the  beginning  of  the  1990s  the  policy  on 
euthanasia  in  The  Netherlands  attracted  more 
attention  than  ever  before.  In  1991  for  the 
first  time  in  history  a large  scientific  nation- 
wide investigation  was  held  and  the  Rem- 
melink  Report  resulted.1  It  presented  empiri- 
cal data  on  the  actual  practice  of  euthanasia. 
Though  the  data  are  clear  and  generally 
accepted  as  accurate,  their  meaning  has  been 
vigorously  debated  over  the  last  four  years. 

Understanding  the  Dutch  approach  requires 
an  historical  perspective  on  its  political  and 
ethical  context.  This  essay  will  attempt  to 
clarify  the  issues  surrounding  euthanasia  in 
The  Netherlands  by  delineating:  (1)  the  his- 
torical record  on  euthanasia  in  Dutch  politics 
and  efforts  to  regulate  it;  (2)  some  ethical 
arguments  used  in  The  Netherlands,  for  and 
against  euthanasia,  and;  (3)  Dutch  society  and 
the  future  of  euthanasia. 

THE  HISTORY  OF  EUTHANASIA  IN 
DUTCH  POLITICS 

The  first  contemporary  Dutch  interest  in 
euthanasia  began  in  the  early  1970s  when  a 
physician,  Geertruida  Postma,  intentionally 
administered  an  overdose  of  morphine  to  a 
patient  who  was  partially  paralyzed,  deaf  and 
mute.  She  had  repeatedly  requested  to  have 
her  life  ended.  The  patient  who  died  was  Dr. 
Postma’s  mother.  The  physician  was  accused 
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of  murder,  but  was  given  a suspended  sen- 
tence of  one  week  in  jail  and  one  year  of  pro- 
bation.2 

In  1973,  as  a result  of  this  case,  the  Royal 
Dutch  Medical  Society  (RDMS)  issued  a 
statement  arguing  that  euthanasia  should 
remain  illegal;  however,  at  the  same  time,  the 
RDMS  said  that  physicians  should  be  permit- 
ted to  engage  in  euthanasia  because  of  an 
unsolved  conflict  between  duties  to  preserve 
life  and  to  relieve  suffering.3 

Many  other  euthanasia  cases  came  before 
the  Dutch  courts  in  the  1980s.  Judicial  agree- 
ment developed  that  euthanasia  would  be  per- 
mitted and  not  prosecuted  if  the  cases  ful- 
filled three  conditions.  First,  the  patient  must 
take  the  initiative  in  requesting  euthanasia 
consciously  and  freely.  Second,  the  patient 
must  be  experiencing  suffering  that  cannot  be 
relieved  by  any  means  except  death.  Third, 
the  physician  must  consult  with  another 
physician  who  agrees  that  euthanasia  is 
acceptable  in  the  particular  case.1  Due  to  the 
attention  given  court  cases  by  the  media,  the 
public  became  more  supportive  of  euthanasia. 

The  RDMS  agreed  with  the  above  condi- 
tions in  1984,  but  they  also  expressed  their 
concern  that  the  existing  legal  circumstances 
did  not  ensure  freedom  from  prosecution  for 
those  physicians  who  followed  the  procedure. 
Euthanasia  was,  after  all,  still  prohibited  in 
the  Dutch  penal  code.  In  that  year,  the  Dutch 
Supreme  Court  considered  the  Alkmaar  case, 
that  of  a 95-year-old  woman  who  suffered 
from  a recent  hip  fracture  and  episodes  of 
unconsciousness  and  inability  to  speak.  They 
decided  that  the  physician  who  euthanatized 
her  would  not  be  prosecuted.  The  reasoning 
of  the  court  was  that  the  case  presented  a 


74 


The  Journal  of  the  South  Carolina  Medical  Association 


EUTHANASIA  IN  THE  NETHERLANDS 


legitimate  conflict  of  responsibilities  for  a 
physician  who  wished  to  provide  euthanasia 
in  good  conscience.5  This  case  influenced  the 
State  Commission  on  Euthanasia,  which  pub- 
lished its  final  report  in  1985.  The  report  rec- 
ommended that  euthanasia  by  a physician 
who  complies  with  the  three  conditions  cited 
above  be  a legal  exception  to  murder  in  the 
criminal  law.  An  important  detail  is  that  the 
two  religious  members  of  the  Commission 
dissented  because  the  report  conflicted  with 
their  Christian  beliefs  and  values. 

Legislation  was  introduced  into  the  Dutch 
Parliament  to  adopt  the  Commission’s  recom- 
mendation to  legalize  euthanasia,  but  opposi- 
tion by  the  Christian  Democratic  Party  pre- 
vented its  passage.  In  1987,  the  government 
introduced  a new,  more  restrictive  bill  that 
would  keep  euthanasia  criminal  with  no 
exceptions  for  physicians  except  under 
extreme  circumstances.  Before  this  bill  could 
be  debated,  the  Dutch  government  fell.  Dur- 
ing the  formation  of  a new  government  in 
1989,  the  socialist  party  and  the  Christian 
Democrats  agreed  to  collect  empirical  data  on 
euthanasia  because  the  quantity  and  the  quali- 
ty of  its  actual  practice  by  physicians  in  The 
Netherlands  was  not  known. 

In  February,  1990,  the  government  estab- 
lished the  Remmelink  Commission,  the  pur- 
pose of  which  was  to  investigate  the  number 
of  voluntary  euthanasia  cases  and  the  number 
of  cases  which  occurred  without  the 
expressed  and  serious  request  of  the  patient 
(involuntary  euthanasia).  Also  to  be  gathered 
were  data  regarding  types  of  cases  in  which 
euthanasia  was  being  used,  and  treatments 
available  for  suffering  patients  other  than 
euthanasia. 

In  November,  1990,  the  Central  Committee 
of  the  RDMS  and  the  Ministry  of  Justice 
agreed  upon  a notification  procedure  in  which 
physicians  who  perform  euthanasia  must 
inform  the  medical  examiner  who  in  turn 
must  report  cases  to  the  district  attorney.6 

The  Remmelink  Commission  report  was 
released  in  1990.'  Investigators  had  inter- 
viewed 405  physicians,  prospectively  follow- 


ing them  and  their  patients.  They  also  studied 
completed  questionnaires  from  physicians, 
protected  by  anonymity,  regarding  5,177 
deaths  between  August  and  December  1990. 
There  is  general  agreement  that  their  methods 
were  rigorous  and  the  collected  data  reliable, 
but  the  authors’  interpretation  of  the  data  has 
been  criticized.  The  four  main  criticisms  are: 

( 1 ) the  definitions  of  euthanasia  categories 
and  consequent  exclusions;  (2)  the  lack  of 
data  regarding  the  relationship  between 
severity  of  suffering  and  the  decision  to  with- 
hold treatment;  (3)  the  number  of  all  forms  of 
involuntary  euthanasia,  and;  (4)  the  inadequa- 
cy of  data  to  determine  what  aspect  of 
euthanasia  was  discomforting  to  physicians 
and  how  they  coped  with  the  process. 

Many  different  special  interest  groups  (i.e., 
physicians,  politicians,  attorneys  and  reli- 
gious groups),  have  interpreted  the  data  from 
their  own  perspectives.  A great  deal  of  politi- 
cal debate  followed  publication  of  the  report. 

In  November,  1993,  the  Dutch  Parliament 
passed  a law  establishing  procedures  for 
euthanasia.  The  new  law,  which  became 
effective  in  June,  1994,  explicitly  grants 
physicians  immunity  from  prosecution  if  they 
adhere  to  certain  conditions  for  justifiable 
euthanasia,  based  upon  the  earlier  judicial  cri- 
teria cited  above,  and  if  they  notify  the  coro- 
ner about  death  by  euthanasia.  The  new  law 
does  not  legalize  euthanasia:  Article  293  of 
the  Dutch  penal  code  remains  in  effect,  pro- 
hibiting taking  “another  person’s  life  even  at 
his  explicit  and  serious  request.”  Violation  of 
the  Article  is  punishable  by  up  to  12  years  in 
prison  or  a fine  of  about  US  $65,000.  What 
the  new  law  did  was  to  provide  a statutory 
basis  for  both  the  judicial  criteria  for  justifi- 
able euthanasia  and  the  reporting  procedure 
that  had  been  in  effect  since  November  1990. 

A new  government  of  socialists,  liberals, 
and  democrats  was  formed  a few  months  later 
after  passage  of  the  law,  in  May,  1994.  In 
commenting  on  all  aspects  of  government, 
the  coalition  said  of  euthanasia: 

To  act  responsibly  on  questions  concerning 
life  and  death,  our  continuous  attention  is 
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demanded.  The  cabinet  has  no  intention  to 
propose  striking  euthanasia  from  the  penal 
code.  The  way  in  which  |lhe  law  on 
euthanasia]  is  practiced  will  be  evaluated 
carefully  witli  special  attention  to  experi- 
ence witli  the  reporting  rule,  the  balance 
between  ending  life  on  request  and  ending 
life  without  request,  and  the  policy  on 
prosecution.  The  evaluation  will  be  fin- 
ished within  a period  of  two  years.7 
The  most  recent  major  event  in  the  current 
Dutch  policy  on  euthanasia  was  the  publica- 
tion of  guidelines  for  physicians  by  the 
RDMS  in  late  August,  1995.  They  stated  that: 
(1)  a physician  taking  part  in  euthanasia 
should  preferably  and  whenever  possible 
have  a terminally  ill  patient  administer  the 
fatal  drug  to  himself  rather  than  have  a doctor 
administer  the  drug;  (2)  a consulting  physi- 
cian must  not  have  a professional  or  family 
relationship  with  either  the  patient  or  primary 
care  physician,  and;(3)  no  physician  is 
required  to  perform  euthanasia,  and  if  he  is 
opposed  in  principle,  he  must  make  this  posi- 
tion known  to  the  patient  early  and  assist  the 
patient  in  contacting  a colleague  who  has  no 
such  moral  objections.8  Although  the  changes 
are  not  binding  for  physicians,  the  RDMS 
guidelines  are  considered  part  of  the  Dutch 
government  policy.  The  guidelines  address 
the  concern  of  many  physicians  regarding  the 
emotional  and  moral  burden  they  feel  during 
the  decision-making  process  and  at  the  time 
of  death. 

ETHICAL  VIEWS  IN  THE  NETHER- 
LANDS 

Political,  medical,  judicial  and  ethical  issues 
are  impossible  to  completely  separate.  The 
ethical  arguments  for  and  against  euthanasia 
in  The  Netherlands  are  virtually  the  same  as 
are  contained  in  the  other  papers  in  this  sym- 
posium. I will  summarize  them  briefly  here. 
The  most  frequent  ethical  argument  in  favor 
of  euthanasia  is  that  autonomy  justifies  it. 
There  is  no  single  “good  life"  that  is  right  for 
all  individuals,  but  different  kinds  of  lives  are 
good  and  valuable.  Dutch  society  recognizes 


the  autonomy  of  individuals  by  granting  them 
the  right  to  pursue  their  own  views  of  the 
good  life.  Protecting  autonomy  encompasses 
not  just  choices  in  education,  marriage,  and 
career,  for  example,  but  also  the  time  and 
manner  of  death.  Dutch  society  recognizes 
that  a proper  death  is  part  of  one’s  own  vision 
of  the  good  life. 

At  the  same  time,  opponents,  including 
some  philosophers,  claim  that,  while  autono- 
my is  a fundamental  value,  it  does  not  justify 
euthanasia.  Euthanasia  advocates  confuse  sat- 
isfaction of  preferences  with  autonomy,  they 
say.  Autonomy  requires  that  individuals  live 
according  to  rationally  conceived  plans  and 
that  the  conditions  for  conceiving  and  pursu- 
ing these  plans  must  be  preserved;  thus, 
everything  we  wish  to  do  is  not  permitted 
under  the  claim  of  autonomy  even  if  what  we 
wish  is  not  harmful  to  others.  Individuals  can- 
not voluntarily  and  irreversibly  surrender  the 
conditions  necessary  for  autonomy. 

For  Christian  churches,  autonomy  is  also  an 
important  issue.  Even  though  much  of  The 
Netherlands  is  not  church-going,  religious 
values  are  still  very  influential.  One  of  the 
central  Christian  beliefs  is  that  life  is  a gift 
from  God,  and  individuals  guard  but  do  not 
own  life.  The  sixth  commandment  prohibits 
killing.  Moreover,  suffering  is  a well-spring 
of  redemption  and  has  value  in  itself.1'  Many 
opponents  maintain  a distinction  between 
refusal  of  life-sustaining  treatment  and 
euthanasia,  and  would  permit  the  first  but  not 
the  second.  Some  support  suicide,  but  not 
euthanasia,  believing  that  the  autonomy  that 
allows  killing  one’s  self  does  not  extend  to 
having  someone  else’s  assistance. 

The  second  ethical  argument  for  euthanasia 
in  the  Netherlands  is  that  of  beneficence: 
euthanasia  may  benefit  an  individual,  because 
continuing  to  live  sometimes  inflicts  more 
pain  and  suffering  than  death.  Under  certain 
circumstances,  individuals  can  deem  suffer- 
ing sufficiently  burdensome  to  warrant  end- 
ing it  by  euthanasia.  Opponents  of  euthanasia 
argue  that  it  is  not  clear  that  the  benefits  can 
justify  legalizing  euthanasia.  Studies  in  The 
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Netherlands  have  demonstrated  that  physi- 
cians and  the  medical  care  system  in  general 
frequently  do  not  adequately  treat  pain  and 
suffering  of  terminally  ill  patients.  While 
euthanasia  may  be  a compassionate  act  in  a 
handful  of  extreme  cases,  this  does  not  mean 
it  should  be  legalized  under  the  guise  of  pro- 
moting the  well-being  of  patients  in  general. 

Opponents  also  claim  that  permitting 
euthanasia  will  undermine  the  trust  essential 
to  the  physician-patient  relationship.  In  The 
Netherlands,  however,  despite  several 
decades  of  liberal  euthanasia  policy,  Dutch 
patients  seem  still  to  trust  their  physicians 
and  Dutch  physicians  seem  not  to  have  lost 
their  moral  commitment  to  care  for  patients.4 

Advocates  of  euthanasia  claim  that  if  we 
find  that  withholding  of  life-sustaining  treat- 
ments is  justifiable,  so  too  must  we  find 
euthanasia  to  be  justifiable,  because  they  are 
morally  the  same.  Opponents  argue  that  ethi- 
cal distinctions  between  euthanasia,  assisted 
suicide,  and  withholding  life-sustaining  treat- 
ment are  valid:  the  agent  is  not  the  same,  and 
the  physician’s  intentions  are  not  the  same  in 
the  three  situations.  Opponents  of  euthanasia 
claim  that  legalization  of  euthanasia  places  us 
on  a slippery  slope  toward  killing  of  inno- 
cents. Proponents  argue,  to  the  contrary,  that 
competent  patients  must  freely  and  con- 
sciously request  euthanasia;  thus,  there  is  a 
clear  and  easily  recognizable  distinction 
between  voluntary  euthanasia  and  involuntary 
euthanasia,  and  it  lies  in  patient  consent. 

The  views  on  euthanasia  of  the  first  author 
of  this  essay,  a Dutch  graduate  student,  come 
not  from  a religious,  but  from  a humanist  per- 
spective. In  brief,  it  is  that  moral  values  are 
derived  from  human  experience.  Ethics  stem 
from  human  needs  and  interests.  Reason  and 
intelligence  are  the  most  effective  instruments 
that  human  beings  possess,  and  human  life 
has  meaning  because  we  use  reason  creative- 
ly. The  same  scientific  methods  which  have 
transformed  the  natural  and  social  sciences 
since  the  Renaissance  can  help  solve  human 
problems.  Reason,  however,  must  be  tem- 
pered by  humility,  since  no  group  has  a 


monopoly  on  wisdom  or  virtue.  There  is  no 
guarantee  that  all  problems  can  be  solved  or 
all  questions  answered  to  the  satisfaction  of 
everyone,  so  reason  should  be  balanced  with 
compassion  and  empathy.  Moreover,  the  pre- 
ciousness  and  dignity  of  the  individual  person 
is  a central  humanist  value.10 

Individuals  must  experience  a full  range  of 
civil  liberties  in  all  societies.  One  such  liberty 
is  an  individual's  right  to  die  with  dignity, 
which  entails  the  right  to  suicide  and  euthana- 
sia. Essentia]  to  the  humanist  view  is  dialogue 
and  discourse:  discussion  of  euthanasia 
requires  tolerance  of  pluralistic  notions  of 
morality,  and  aversion  to  fixed  ideas  and 
dogma.  Therefore,  in  this  view,  euthanasia 
must  not  be  made  illegal  in  the  Dutch  penal 
code.  The  question  for  humanists  is  not 
whether  to  permit,  but  how  best  to  regulate 
euthanasia. 

According  to  a report  from  the  Dutch 
Health  Council,  “there  has  been  a great  deal 
of  discussion  about  (voluntary)  euthanasia  in 
The  Netherlands  for  a long  time  and  this  dis- 
cussion can  be  seen  as  completed.  On  the 
other  hand  the  discussion  of  life  ending  with- 
out request  hasn't  yet  started.’’"  The  report 
questions  whether  it  is  possible  to  make  rules 
regarding  involuntary  euthanasia,  and  is  con- 
cerned that  the  same  reporting  procedure  has 
been  used  for  both  voluntary  and  involuntary 
euthanasia.  If  the  question  is  how  to  regulate 
euthanasia  in  The  Netherlands,  is  it  then  ethi- 
cally defensible  to  leave  physicians  in  a posi- 
tion where  they  can  always  be  prosecuted? 

DUTCH  SOCIETY  AND  THE  FUTURE 
OF  EUTHANASIA 

It  is  said  that  The  Netherlands  is  culturally 
homogeneous  and  is  a country  where  respect 
for  governmental  authority  and  law  is  strong.4 
Neither  view  is  accurate.  Since  at  least  the 
fifteenth  century.  The  Netherlands  has  been 
tolerant  of  diversity  in  views  on  life.  It  was 
one  of  the  first  Western  countries  to  respect 
the  right  to  freedom  of  religion.  Many  people 
from  various  cultures  came  to  The  Nether- 
lands to  find  shelter  from  persecution  by  their 
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own  governments  for  their  beliefs  (e.g.,  the 
Pilgrims). 

Cultural  heterogeneity  was  further  encour- 
aged by  Dutch  naval  exploration  in  centuries 
past:  their  ships  sailed  not  only  to  Japan, 
Indonesia  and  China,  but  also  to  South  and 
North  America,  where  they  founded  New 
York  City  (then  New  Amsterdam).  Notions  of 
diversity  in  cultural  values  and  mores  were 
brought  back  to  The  Netherlands  by  returning 
sailors. 

Respect  for  governmental  authority  and  law 
underwent  changes  in  the  late  1960s,  parallel 
to  events  in  the  United  States.  Students 
protested  for  more  freedom,  emancipation 
from  social  and  legal  constraints,  and  more 
democracy  not  only  in  the  universities,  but 
also  in  Dutch  society.  Political  visions  were 
modified  under  pressure  of  the  voting  popula- 
tion. Dutch  society  became  more  open,  and 
there  arose  public  debate  on  controversies  in 
birth  control,  abortion  and  euthanasia.  Diver- 
sity of  views  in  various  political  parties,  how- 
ever, frustrated  consensus,  so  there  was  a thir- 
ty year  delay  between  reawakening  the  debate 
on  euthanasia  and  passage  of  a law  to  regu- 
late it. 

Christians  have  always  strongly  influenced 
the  values  of  Dutch  society.  Remarkably,  for 
the  first  time  in  80  years,  there  has  been  no 
Christian  party  present  in  the  Dutch  govern- 
ment since  1994.  The  new  government  of  lib- 
erals, socialists,  and  democrats  will  reevalu- 
ate the  June,  1994  law  within  two  years  and  a 
report  is  expected  in  September,  1996. 

It  seems  likely  that  euthanasia  will  not  be 
decriminalized  during  the  current  administra- 
tion, for  three  reasons:  ( 1 ) the  new  govern- 
ment wants  to  limit  debate  on  the  policy  of 
euthanasia  because  the  effects  of  changes  of 
the  last  few  years  are  not  yet  clear;  (2)  the 
new  government  wishes  to  avoid  giving  polit- 
ical ammunition  to  opponents  of  euthanasia 


(the  Christian  Democratic  Party),  who  are 
currently  not  represented  in  Parliament,  and; 
(3)  the  social  consequences  of  legalizing 
euthanasia  are  seen  as  uncertain  and  poten- 
tially harmful.  In  our  view,  euthanasia  will 
probably  be  stricken  from  the  penal  code  in 
the  Netherlands,  but  not  before  the  year  2000. 

The  purpose  of  this  essay  has  not  been  to 
defend  the  current  political  and  ethical  situa- 
tion but  to  clarify  it.  Today,  Dutch  politics  is 
characterized  by  efforts  to  find  consensus. 
Political  parties  will  necessarily  join  in  com- 
promises to  reach  some  of  their  own  political 
ideals  and  goals.  There  are  more  than  10 
political  parties  in  the  Dutch  Parliament, 
varying  from  strong  fundamentalist  conserva- 
tive to  extremely  liberal.  The  ultimate  out- 
come of  the  debate  on  euthanasia  remains  to 
be  seen.  □ 
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HIGHLIGHTS  OF  JANUARY  13  BOARD  OF  TRUSTEES  MEETING 


Mondaw  February  14. 1848.  Charleston.  SC:  “...a  large 
number  of  medical  men,  from  all  parts  of  the  state, 
assembled  at  10  o’clock  this  morning  at  the  Hall  of  the 
Apprentices’  Library  Society.”  During  the  meetings 
which  followed,  a state  medical  association  was  estab- 
lished, officers  elected,  and  a constitution  and  bylaws 
committee  appointed.  During  the  meeting  of  the  SCMA 
Board  of  Trustees  on  January  13,  1996,  members  dis- 
cussed the  150th  anniversary  of  the  SCMA  which  will 


occur  in  1998.  SCMA  members  are  encouraged  to  sub- 
mit to  the  board  ideas  on  how  this  anniversary  should 
be  commemorated  and  celebrated. 

The  board  approved  the  appointment  of  members  of  the 
board  of  the  newly  formed  HMO,  Carolina  Physicians 
Care:  S.  Nelson  Weston,  MD;  J.  Chris  Hawk,  Jr.,  MD; 
Stephen  Imbeau,  MD;  O.  Marion  Burton,  MD;  and 
Boyce  Tollison,  MD.  3 


MEDICARE  UPDATE 


The  February,  1996  Medicare  Advisory  contains  impor- 
tant information  about  various  issues  including  teaching 
physicians,  payment  for  hydration  therapy  intravenous 
(IV)  infusion  and  chemotherapy  IV  infusion,  fitting  of 
spectacles,  ambulance  transportation  from  skilled  nurs- 
ing facilities,  HCFA-1500  claim  form  filing  instructions, 
and  much  more. 

New  Editing  Process  for  Assigned  Claims:  As  of  April 
1, 1996,  a new  editing  process  will  be  implemented  for 
assigned  claims.  For  some  time,  the  denial  of  claims  with 
incomplete  or  invalid  information  has  resulted  in  claims 
surfacing  inappropriately  into  the  appeals  process.  This 
new  editing  process  will  return  paper  or  electronic  claims 
to  you  as  unprocessable  if  the  claim  contains  certain 
incomplete  or  invalid  information.  No  appeal  rights  will 
be  afforded  to  these  claims,  or  portion  of  these  claims, 
because  no  “initial  determination”  can  be  made,  rendering 
the  claim  unprocessable.  This  new  editing  process  not 
only  saves  Medicare  Trust  Funds;  there  is  little  change 
and  no  additional  administrative  burdens  for  you.  Please 
refer  to  the  February,  1996  Medicare  Advisory  for  more 
detailed  information  about  the  new  editing  process. 

EKGs  and  X-Ra\s  Performed  in  the  Emergency  Room: 
Under  previous  policy,  when  both  an  emergency  room 


(ER)  physician  and  radiologist  or  cardiologist  interprets 
an  x-ray  or  electrocardiogram  (EKG)  done  in  the  ER, 
Medicare  generally  pays  for  the  interpretation  of  the  spe- 
cialist and  denies  payment  for  the  interpretation  done  by 
the  ER  physician.  Beginning  January  1 , 1996,  Medicare 
will  use  the  following  guidelines  when  processing  the 
affected  claims: 

• Specialty  will  no  longer  be  the  primary  factor  consid- 
ered when  payment  is  made  for  an  interpretation  of  an 
EKG  or  x-ray  done  in  the  ER.  Payment  will  be  made  for 
an  interpretation  and  report  that  directly  contributed  to 
the  diagnosis  and  treatment  of  the  individual  patient.  More 
than  one  interpretation  on  the  same  EKG  or  x-ray  may 
be  allowable  under  unusual  circumstances. 

• The  professional  component  of  a diagnostic  procedure 
furnished  to  a beneficiary  in  a hospital  includes  an  inter- 
pretation and  written  report  for  the  inclusion  in  the  ben- 
eficiary’s medical  record  maintained  by  the  hospital.  The 
interpretation  and  report  of  the  procedure  is  separately 
payable.  A “review”  of  the  findings  of  these  procedures, 
without  a separate  written  report  filed  in  the  hospital 
record,  does  not  meet  the  conditions  for  separate  payment 
of  the  services  since  the  review  is  already  included  in  the 
ER  visit. 


(continued  on  page  2) 
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• Hospitals  are  encouraged  to  work  with  their  medical  staff 
to  ensure  that  only  one  claim  per  interpretation  is  sub- 
mitted. The  Medicare  Carrier  may  determine  that  the  hos- 
pital’s “official  interpretation”  is  for  quality  control  and 
liability  purposes  only  and  is  a service  to  the  hospital  rather 
than  to  an  individual  beneficiary.  Since  Medicare  Fiscal 
Intermediaries  consider  costs  incurred  for  quality  control 
activities  in  determining  payment  to  hospitals,  separate 
payment  will  not  be  made  for  interpretations  that  are  done 
solely  for  quality  control  purposes. 

CPT  Code  43246:  The  appropriate  CPT  code  to  use 
when  perfonning  an  upper  gastrointestinal  endoscopy  in 
conjunction  with  percutaneous  placement  of  a gastros- 
tomy tube  is  CPT  code  43246  (Upper  gastrointestinal 
endoscopy  including  esophagus,  stomach  and  either  the 
duodenum  and  or  jejunum  as  appropriate);  with  direct- 
ed placement  of  percutaneous  gastrostomy  tube.  CPT 
code  43750  (Perception  placement  of  a gastrostomy  tube) 


Medicare/Medicaid  Electronic  Crossovers:  Medi- 
care/Medicaid electronic  crossover  claims  that  were  paid 
by  Medicare  from  the  middle  of  October,  1995  through 
early  November,  1995  have  not  been  paid  by  the  DHHS 
due  to  an  electronic  claims  processing  problem.  The  DHHS 
will  recycle  these  crossover  tapes  once  identified.  How- 
ever, if  a physician’s  office  has  submitted  and  received  pay- 
ment for  a manual  (hard  copy)  208  Medicare/Medicaid 
Crossover  Form,  and  the  tape  recycles,  you  may  receive 
a duplicate  payment.  You  will  not  be  notified  by  the  DHHS 
of  duplicate  payments.  You  will  need  to  refund  overpay- 
ments by  completing  a 205  Medicaid  Refund  Form  so 
refunds  will  be  correctly  posted.  If  you  or  your  staff  have 
any  questions  regarding  the  crossover  issue,  please  con- 
tact your  program  manager  at  (803)  253-6 1 34.  The  DHHS 
apologizes  for  any  inconvenience  this  technical  problem 
may  have  caused  your  office. 

Edit  Code  502  Rejections:  A computer  problem  has  been 
identified  with  the  transmission  of  electronic  HCFA 
forms  that  were  received  from  Companion  Technologies 
(CT).  A small  portion  of  claims  that  were  electronical- 
ly transmitted  from  CT  to  the  DHHS  were  assigned  an 
incorrect  claim  control  number  which  resulted  in  edit 
code  502,  date  of  sendee  is  subsequent  to  the  claims  entry 
date.  No  action  will  be  necessary  by  your  office  as  the 
claims  are  being  rerun.  The  DHHS  apologizes  for  the 
delay  in  processing  your  claims. 

Fee  Schedule:  The  DHHS  has  sent  the  1996  Medicaid 


is  bundled  into  CPT  code  43246  and  these  two  codes  will 
be  denied  when  billed  together. 

CPT  Codes  90825  and  90887:  Payment  for  CPT  codes 
90825  (Psychiatric  evaluation  of  hospital  records,  other 
psychiatric  reports,  psychometric  and/or  projective  tests, 
and  other  accumulated  data  for  medical  diagnostic  pur- 
poses) and  90887  (Interpretation  or  explanation  of  results 
of  psychiatric,  medical  examination  and  procedures,  or 
other  accumulated  data  to  family  or  other  responsible  per- 
sons, or  advising  them  how  to  assist  the  patient)  arc  bun- 
dled into  the  payment  for  the  primary  psychiatric  service. 
You  cannot  bill  the  beneficiary  for  bundled  services  that 
are  not  paid  separately. 

Medical  Policies:  The  February,  1996  Medicare  Advi- 
sory contains  a medical  policy  on  epidural  steroid  injec- 
tions. □ 


UPDATE 

Physician  Fee  Schedule  to  the  printers  and  physicians  can 
expect  to  receive  their  copy  in  early  March.  The  fee 
schedule  will  include  a list  of  supplemental  and  alpha- 
betic code  payments,  as  well  as  CPT  code  payments. 

Neonatal  Intensive  Care  Units  Rates : The  DHHS  is  cur- 
rently reviewing  the  Peer  Review  Organization  study  of 
neonatal  intensive  care  (NIC)  services,  billing  patterns 
and  budget  impact  of  the  NIC  rates  implemented  in  July, 
1995.  Once  the  internal  review  is  completed,  neonatol- 
ogists  will  be  apprised  of  the  DHHS  findings.  If  you  have 
any  questions  pertaining  to  the  NIC  policy  and  rates, 
please  contact  Ms.  Jocelyn  Stephenson  or  Ms.  Chris  Rick- 
en  at  (803)  253-6134. 

Claims  Processing  Update:  Medicaid’s  claims  proces- 
sor, contracted  by  DHHS,  has  acquired  a new  machine 
which  scans  hard  copy  claims.  Because  the  HIC  and  UB- 
92  claim  forms  are  printed  in  red,  it  contains  what  is  called 
a red  drop  light.  This  allows  the  scanner  to  “drop”  the 
background  in  red  so  it  only  captures  the  information 
which  has  been  put  on  the  claim  in  a different  color  (black 
or  blue).  Any  information  entered  on  the  form  in  red  ink 
will  be  “dropped”  with  the  background,  so  all  informa- 
tion on  the  claim  forms  must  be  filled  in  with  black  or 
blue  ink.  However,  it  is  still  necessary  to  use  red  when 
making  corrections  on  the  Edit  Correction  Forms  (ECFs) 
because  they  are  keyed,  not  scanned.  D 

(See  page  4 for  information  on  the  Family  Planning  Waiver) 
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CHAMPUS  UPDATE 

In  the  December,  1995  newsletter,  information  regarding  PRO- West  was  published.  This  information  was  sent  to 
us  in  error.  PRO-West  is  the  CHAMPUS  Zone  A Review  Center,  conducting  utilization  and  quality  assurance  review 
prospectively  and  restrospectively  for  CHAMPUS  in  33  westem/midwestem/northeastem  states,  Washington,  DC 
and  portions  of  Texas,  Virginia  and  Tennessee. 

South  Carolina  is  served  by  the  Virginia  Health  Quality  Center  (VHQC)  in  Richmond,  which  is  the  CHAMPUS  Zone 
B Regional  Review  Center.  They  conduct  preauthorization  review  of  inpatient  abortions,  hysterectomies  and  cesare- 
an sections  which  are  perfonned  in  civilian  facilities.  Providers  in  South  Carolina  should  contact  VHQC  for  preau- 

thorizatton  at  1-800-533-1745, 

We  apologize  for  publishing  erroneous  information  and  hope  it  has  not  caused  you  any  inconvenience. 


CAMPAIGN  FOR  VIOLENCE-FREE  FAMILIES 


The  South  Carolina  Coalition  For  Violence-Free  Fami- 
lies has  been  working  since  last  May  on  developing  a ref- 
erence book  for  our  target  audience  of  primary  care  physi- 
cians, which  will  guide  them  on  how  to  recognize  and 
treat  victims  of  family  violence  (domestic,  child,  and  vul- 
nerable adult  abuse).  The  reference  book  will  include 
information  such  as  facts  about  and  barriers  to  identifi- 
cation of  abuse,  clinical  and  diagnostic  findings,  inter- 
viewing techniques,  intervention  advice,  and  the  impor- 
tance of  documentation.  Also  included  in  the  book  will 
be  legal  considerations  and  a county-by-county  listing 
of  community  resources  available  to  victims  of  abuse. 

The  South  Carolina  Medical  Association  (SCMA) 
received  support  from  agencies  and  organizations  such 
as  the  South  Carolina  Department  of  Social  Services, 
South  Carolina  Department  of  Health  and  Environmental 
Control,  SisterCare,  SC  Chapter,  American  College  of 


Emergency  Physicians,  March  of  Dimes,  SC  Hospital 
Association,  and  many  others  who  have  contributed  their 
expertise  in  helping  develop  this  book.  The  SCMA  is  in 
the  final  stages  of  preparing  the  reference  book  for  pub- 
lication and  hopes  to  make  it  available  to  our  primary  care 
physician  members  by  April  thanks  to  a grant  from  the 
SCMA  Alliance.  Although  primary  care  physicians  are 
the  target  audience  for  the  reference  book,  other  health 
care  professionals  and  anyone  who  interacts  with  fam- 
ilies may  benefit  from  the  information  in  the  book. 

Dr.  Benjamin  Nicholson  adopted  the  theme  of  violence- 
free  families  during  his  presidency  and  the  reference  book 
is  just  one  of  the  initiatives  of  the  SCMA  Campaign  For 
Violence -Free  Families.  This  year,  the  SCMA  has  been 
committed  to  educating  physicians  about  the  prevalence 
of  family  violence  and  why  physicians  are  in  a crucial 
position  to  help  break  the  cycle  of  violence.  □ 


COMMUN-I-CARE  CONTINUES  ITS  MISSION  TO  SERVE  THE  INDIGENT 

Since  the  inception  of  Commun-I-Care  in  January,  1993, 1 1,458  patients  have  been  enrolled  with  20,6 15  telephone 
calls  handled  and  285  patients  referred  to  Medicaid.  Approximately  1 ,335  physicians,  32  hospitals,  235  pharmacists, 
90  dentists,  22  nurse  practitioners,  four  pharmaceutical  companies,  and  one  national  laboratory  are  volunteering  in 
Commun-I-Care.  Patients  have  access  to  all  hospital  facilities  and  to  over  100  medications.  Commun-I-Care  is  also 
able  to  offer  a full  range  of  non-emergent  medical  and  surgical  therapy.  Recently,  through  the  efforts  of  Drs.  Byron 
Bailey  and  Joseph  Jenrette  of  MUSC,  as  well  as  Dr.  Curtis  Worthington  of  Roper  Hospital,  two  young  men  from 
Florence  and  Chesterfield  were  treated  for  arteriovenous  malformations  of  the  brain  using  a state  of  the  art  treatment, 
stereotactic  radiosurgery.  Commun-I-Care  encourages  all  physicians  who  have  patients  in  their  practice  who  can- 
not afford  health  insurance  and  do  not  qualify  for  Medicaid  to  join  its  growing  volunteer  group. 

For  more  information  about  how  you  can  share  in  the  caring,  call  Commun-I-Care  at  1-800-763-0059. 
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UPDATE:  SCMA  WORKSHOPS 

Registration  is  now  being  accepted  for  two  SCMA  workshops  to  be  held  in  March. 

“Developing  a Capitation  Rate ” will  be  held  March  6,  1996  at  the  Holiday  Inn  Express  on  St.  Andrews  Road  in 
Columbia.  Two  sessions  are  scheduled:  Specialty  Care  from  9:00  am  until  12:00  noon,  with  registration  at  8:30 
am;  Primary  Care  from  2:00  to  5:00  pm  with  registration  at  1:30  pm. 

“Successful  Group  Formation”  will  be  held  March  21,  1996  at  the  Sheraton  Hotel  and  Conference  Center  in 
Columbia  from  9:00  am  to  4:00  pm  with  registration  at  8:30  am. 

For  information  regarding  the  workshops  described  above,  contact  Ginny  Comer  at  the  SCMA,  extension  253, 
(803)  798-6207  in  Columbia,  or  1-800-327-1021  statewide. 


CME  PROGRAM 


The  following  program  was  inadvertently  omitted  from 
the  First  Quarter  1996  CME  Calendar  which  appeared 
in  the  December,  1995  issue  of  The  Journal: 

“How  to  Diagnose  and  Treat  Osteoporosis  and  Other 
Bone  Losing  Disorders”  will  be  held  March  22-24, 1996 
at  the  Adam’s  Mark  Hotel  in  Columbia.  There  will  be  12 
hours  of  AMA  Category  1 CME  credit.  The  program  is 
sponsored  by  the  American  College  of  Endrocrinology 
and  the  American  Association  of  Clinical  Endocrinolo- 
gists. 

For  further  information,  call  ACEIAACE  at  (904 ) 353- 
7878  or  contact  Howard  R.  Nankin,  MD,  in  Columbia  at 
733-3112.  □ 


UPDATE 

MEDICAID  FAMILY  PLANNING  WAIVER 

A five-year  demonstration  project  was  implemented  July 
1, 1994  extending  family  planning  services  for  22  months. 
All  Medicaid  providers  of  services  are  eligible.  In  1992, 
19,348  of  the  25,797  women  receiving  Medicaid  prenatal 
and  delivery  services  lost  eligibility  at  the  end  of  the  sec- 
ond month  post  delivery. 

As  of  September,  1995,  26,040  South  Carolina  women 
had  enrolled  under  this  waiver.  Activity  in  the  April,  1995 
through  June,  1995  quarter  included  claims  for  5,575  non- 
duplicated  recipients,  77  sterilizations,  and  1,619  depo- 
provera  injections. 

An  additional  waiver  has  been  requested  for  all  women 
potentially  eligible  for  obstetrical  services  under  Med- 
icaid regardless  of  pregnancy  status.  This  waiver  would 
also  extend  benefits  to  all  eligible  women  including  those 


LAURENT  TO  LEAVE  DHHS 

Eugene  A.  Laurent,  PhD  (Andy),  has  resigned  as  head  of  the  Department  of  Health  and  Human  Services 
(DHHS)  effective  February  15,  1996.  He  has  accepted  a position  with  the  Florida  Department  of  Agriculture. 


MARK  YOUR  CALENDARS  A 


SCMA  ANNUAL  MEETING,  1996 


APRIL  25-28, 1996 
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REVISITING  ASSISTED  DEATH  AND  EUTHANASIA 


REPORT  OF  THE  SCMA  MEDICAL  ETHICS  COMMITTEE1 
MARY  FAITH  MARSHALL,  PH.  D2 


HISTORICAL  PERSPECTIVE 

At  its  annual  meeting  in  1878,  the  South  Car- 
olina Medical  Association  appointed  a com- 
mittee to  “draft  a report,  to  be  presented  at  the 
next  annual  meeting,  on  the  subject  of 
‘Euthanasia.’”3  Dr.  T.  T.  Robertson,  who 
asked  the  SCMA  to  examine  the  issue,  was  a 
proponent  of  euthanasia,  and  freely  admitted 
having  practiced  it  himself.  At  the  next  annu- 
al meeting,  he  predicted  that  euthanasia 
would  be  accepted  by  society  “as  the  doctrine 
of  evolution  and  that  would  be  surely  as  the 
Copernican  system  of  astronomy.” 

In  its  1879  report  to  the  SCMA,  the  com- 
mittee on  euthanasia  reported  that  “in  some 
cases  humanity  might  be  entitled  to  the  same 
mercy  accorded  the  brute  creation,  and  have 
its  death  artificially  hastened  to  relieve  it 
from  an  agony  which  could  only  end  in  disso- 
lution.” However,  committee  members  failed 
to  endorse  euthanasia  as  a medical  practice, 
warning  against  “manifold  horrible  abuses,” 
and  stating  that  euthanasia  was  against  “the 
uses  of  society.”4 

ORIGIN  OF  THE  REPORT 

One  hundred  and  seventeen  years  later,  at  its 
annual  educational  retreat  in  February,  1995, 
the  Ethics  Committee  of  the  South  Carolina 
Medical  Association  reexamined  the  issue  of 
physician  assisted  death  (encompassing  both 
assisted  suicide  and  euthanasia).5  The  Ethics 
Committee’s  purpose  was  to  provide  a rea- 
soned response  to  proposed  legislation  crimi- 
nalizing assisted  suicide  in  South  Carolina.5 
Such  legislation,  if  passed,  would  have  had 
broad  implications,  criminalizing  assisted  sui- 
cide not  only  for  physicians,  but  for  all  South 
Carolina  citizens.7 

In  order  to  examine  the  issue  comprehen- 


sively, committee  members  developed  papers 
on  the  same  topics  that  had  been  investigated 
by  their  predecessors  a century  ago.8  These 
included  the  good  death,1'  physician  assisted 
death,10"  philosophical  issues  in  assisted 
death,1213  religious  perspectives  on  assisted 
death,14  and  legal  issues  in  assisted  death  with 
particular  attention  to  South  Carolina  case 
law.-  David  Orentlicher,  M.  D..  J.  D.,  Counsel 
to  the  Council  on  Ethical  and  Judicial  Affairs 
of  the  American  Medical  Association  also 
participated  in  the  debate  and  discussion  at 
the  annual  retreat. 

Like  their  predecessors,  committee  mem- 
bers were  unable  to  reach  consensus  on  the 
issue  of  physician  assisted  death.  They  did, 
however,  agree  on  important  fundamental 
assumptions,  and  arrived  at  unanimous  posi- 
tions on  two  issues:  (1)  that  physician  assist- 
ed death  is  an  open  issue  that  merits  profes- 
sional and  social  discussion,  and  therefore  (2) 
that  proposed  legislation  criminalizing  assist- 
ed suicide  in  South  Carolina  is  premature, 
and  would  foreclose  important  public  debate. 
The  discussion  that  follows  outlines  key  prin- 
ciples and  assumptions,  examines  important 
professional  considerations  and  goals,  and 
makes  concrete  recommendations  for  profes- 
sional practice. 

PRINCIPLES  AND  ASSUMPTIONS 

First,  Ethics  Committee  members  agree  that 
the  fundamental  objectives  of  the  physician 
are  to  assist  in  healing  the  sick,  to  promote 
health,  and  to  relieve  suffering.  These  objec- 
tives comprise  the  cornerstone  on  which  the 
relationship  of  trust  between  patient  and 
physician,  and  society  and  the  medical  pro- 
fession, is  built.  Construing  the  medical  pro- 
fession as  having  only  a single  goal,  (for 


February  1996 


83 


REVISITING  ASSISTED  SUICIDE 


example  “to  heal”)  oversimplifies  the 
patient/physician  relationship  and  ignores  the 
dynamic  nature  of  health  and  illness. 

Second,  committee  members  acknowledge 
that  biological  existence  is  not  an  absolute 
good.  Death  is  recognized  as  part  of  life’s 
continuum,  and  helping  patients  plan  for  and 
achieve  a self-defined  “good”  death  can  be  a 
rewarding  professional  responsibility.  Some 
patients  may  view  certain  states  of  existence 
(such  as  permanent  unconsciousness  or  unre- 
lievable  suffering)  as  worse  than  death.  Such 
patients  do  not  desire  death  as  a good  or  end 
in  itself,  but  merely  as  a means  of  ending  an 
untenable  state  of  existence. 

Third,  given  a voluntary  request  by  a capa- 
ble patient  who  is  terminally  or  incurably  ill 
and  for  whom  comfort  care  is  no  longer 
effective,  committee  members  believe  that 
assisted  suicide  and  euthanasia  may  both  be 
as  ethically  permissible  as  suicide  itself. 
However,  some  committee  members  believe 
that  there  may  be  ethically  relevant  distinc- 
tions between  assisted  suicide  and  euthanasia, 
and  they  may  have  greater  reservations  about 
the  latter  than  the  former.  In  concert  with  well 
established  ethical  and  legal  norms,  the  com- 
mittee does  not  equate  foregoing  life-sustain- 
ing medical  treatment  (either  withholding  or 
withdrawing  treatment)  with  either  assisted 
suicide  or  euthanasia. 

Fourth,  the  committee  agrees  that  suicide 
may  be  a rational  act  in  the  circumstance  of 
unrelievable  suffering.  Consequently,  suicide 
may  not  be  unethical  in  this  circumstance. 
However,  suicide  may  be  morally  unaccept- 
able for  certain  individuals  because  of  reli- 
gious or  other  values. 

Fifth,  the  committee  recognizes  that  ethical 
standards  and  guidelines  are  related  to  but 
distinct  from  the  law.  The  law  represents  min- 
imum social  standards  governing  the  collec- 
tive use  of  force,  while  ethics,  generally,  is 
concerned  with  ideal  behavior. 

PROFESSIONAL  CONSIDERATIONS 

Suffering 

Implicit  in  any  discussion  of  assisted  death  is 


the  presence  or  absence  of  suffering. 
Although  there  are  many  definitions  of  suf- 
fering, it  may  be  understood  as  the  experience 
of  physical  or  psychological  pain  which  holds 
no  meaning  for  the  individual,  or  as  “the  state 
of  severe  distress  associated  with  events  that 
threaten  the  intactness  of  the  person.”16  Those 
who  endorse  physician  assisted  death  gener- 
ally require  the  presence  of  unrelievable  suf- 
fering as  a prerequisite.  This  presumes  that  all 
reasonable  means  of  relief  have  been 
explored.  It  should  also  be  acknowledged 
that  suffering  is  multifaceted  and  not  always 
within  the  scope  of  medical  management. 

The  Ethics  Committee  maintains  that  relief 
from  suffering,  a fundamental  goal  of 
medicine,  is  too  often  neglected  as  a profes- 
sional art  and  science.  This  shortcoming 
exists  in  both  medical  education  and  medical 
practice.  It  is  probable  that,  for  many  patients, 
suffering  is  unrelieved,  but  not  unrelievable. 
Such  patients  may  mistakenly  see  death  as 
the  only  alternative  through  a failure  of  clini- 
cal medicine  to  provide  adequate  palliative 
care.  “Physician  assisted  death  constitutes 
incompetent  medical  practice  insofar  as  pal- 
liative care,  such  as  that  provided  within  the 
context  of  hospice  programs,  is  capable  of 
relieving  patients’  suffering  to  a satisfactory 
degree.”17 

Professional  Integrity 

Miller  and  Brody  outline  various  ways  in 
which  physicians  can  violate  the  integrity  of 
medicine  as  a practice:  “by  perverting  it  to 
serve  medically  extraneous  or  antithetical 
ends  (as  in  the  conduct  of  Nazi  doctors  who 
performed  forced  sterilizations,  engaged  in 
brutal  experiments,  'euthanized'  handicapped 
children  and  mental  patients,  and  participated 
in  the  operation  of  the  extermination  camps); 
by  misrepresenting  or  debasing  the  body  of 
knowledge  itself;  or  by  applying  it  in  the 
wrong  way  or  in  the  wrong  circumstances, 
such  as  when  much  more  harm  than  good  is 
caused.”1* 

Professional  integrity  is  a central  issue  for 
physicians  who  contemplate  a role  in  assisted 


84 


The  Journal  of  the  South  Carolina  Medical  Association 


REVISITING  ASSISTED  SUICIDE 


death.  For  some,  assisted  suicide  and 
euthanasia  lie  outside  the  physician’s  role  as 
healer.  For  others,  abandoning  a patient 
whose  suffering  cannot  be  relieved  is  equally 
untenable.  The  committee  recognizes  the 
mutually  exclusive  nature  of  these  respective 
positions. 

Respect  for  Patient  Autonomy 
For  many  in  our  society,  tolerance  of  suicide 
affirms  the  fundamental  importance  of  self 
determination  and  free  choice,  and  is 
informed  by  the  principle  of  respect  for  per- 
sons.19 Laws  prohibiting  suicide  have  fallen 
by  the  wayside  in  all  states  as  paradoxical 
anachronisms.  Assisted  suicide,  however, 
remains  a criminal  act  in  the  majority  of 
states.  This  circumstance  reflects  general  con- 
fusion regarding  the  limits  of  individual  self- 
determination  juxtaposed  against  the  duties  of 
others.  If  one  is  entitled  to  end  one’s  life,  is 
one  not  also  entitled  to  assistance  with  that 
act?  Does  the  negative  right  to  forbearance  in 
the  case  of  suicide  translate,  at  some  level, 
into  a positive  claim  on  the  duties  and  actions 
of  others? 

Some  might  argue  that,  in  exceptional  cases 
when  all  efforts  at  palliation  have  failed,  the 
physician  may  have  a duty  to  assist  in  his  or 
her  patient's  voluntary  death  on  the  principle 
of  non-abandonment.  Such  a duty  directly 
conflicts  with  the  notion  that  physician 
integrity  is  inconsistent  with  killing  or  assist- 
ing in  suicide. 

Promotion  of  Trust  in  the  Patient/Physician 
Relationship 

Arguments  based  on  the  importance  of  trust  in 
the  patient/physician  relationship  underlie  sim- 
ilarly conflicting  positions  regarding  physician 
assisted  death.  Some  physicians  maintain  that 
allowing  physician  assisted  death  would 
undermine  patient  trust.  Patients  may  ask 
themselves,  "If  my  physician  is  willing  to  kill 
me,  or  to  assist  in  my  death,  can  I be  certain 
that  he  or  she  will  always  have  my  best  inter- 
ests at  heart?  Could  external  considerations 
such  as  cost,  convenience,  race,  economic  sta- 


tus, or  age  precipitate  an  early  or  unwanted 
death?”  Concerns  such  as  these  also  inform 
arguments  related  to  undesirable  social  out- 
comes of  a permissive  policy,  and  are  integral- 
ly related  to  the  issue  of  physician  integrity. 

Conversely,  physicians  such  as  Timothy 
Quill  have  argued  that  patients  can  fully  trust 
their  physicians  only  if  they  know  that  they 
will  never  be  abandoned,  regardless  of  their 
medical  circumstances.20  Patients  may  ask, 
"When  palliative  care  fails,  will  my  physician 
be  there  to  assist  me  in  achieving  a good 
death?  Can  I even  discuss  this  issue  with  my 
physician?”  Inherent  in  these  concerns  are 
issues  not  only  of  physician  integrity,  but  of 
respect  for  patient  autonomy  and  relief  of 
suffering. 

RECOMMENDATIONS 

(1)  Until  there  has  been  adequate  profes- 
sional and  public  debate  on  the  issues  of 
assisted  death  and  physician  assisted  death, 
assisted  suicide  should  be  neither  criminalized 
nor  legalized.  Current  South  Carolina  com- 
mon law  pertaining  to  suicide  and  murder  is 
adequate  to  prevent  abuses  in  South  Carolina. 

(2)  The  medical  art  and  science  of  palliative 
care  should  receive  greater  clinical  and  edu- 
cational priority.  Inadequate  pain  manage- 
ment or  palliation  is  all  too  common;  it  may 
undermine  patients’  trust  and  diminish  physi- 
cians’ integrity.  Physicians,  in  concert  with 
hospitals  and  other  caregiving  facilities, 
should  develop  policies  and  protocols  on  pal- 
liative care  to  guide  physicians  and  other 
clinicians,  and  to  dispel  myths  regarding 
addiction  and/or  legal  liability.  Pain  manage- 
ment techniques  should  be  taught  to  physi- 
cians and  other  care  givers-in-training  at  all 
levels. 

(3)  Physicians  have  a moral  responsibility 
to  foster  well-reasoned  and  open-minded 
professional  and  public  discussion  about 
assisted  death.  Considerations  such  as  relief 
of  suffering,  respect  for  patient  autonomy, 
professional  integrity,  and  the  importance  of 
trust  in  the  patient/physician  relationship 
should  guide  and  inform  the  discussion.  □ 
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MEDICAL  TECHNOLOGIST 
D O T.  CODE  078.261-038 

1)  Performs  endoscopy  procedure  including  each  of  the  following:  a) 
Gastroesophagoscopy,  b)  Colonoscopy,  c)  Sigmoidoscopy  and  d)  Rectoscopy; 

2)  Assists  in  taking  biopsies  from  mucosa  in  the  course  of  endoscopy 
examinations;  3)  Performs  abdominal  ultrasonography  (ultrasound  imaging  of 
internal  organs)  to  view  images  of  liver,  spleen,  kidneys,  gallbladder,  and  other 
abdominal  organs;  4)  Records  of  multiple  ultrasound  images  on  tape  for  use  by 
physician  in  diagnosis;  5)  Performs  all  functions  necessary  for 
electrocardiograph  (ECG),  including  placement  of  electrodes  on  patient, 
recording  patient  information,  setting  equipment,  and  producing  ECG  printout 
for  use  by  physician  in  diagnosis;  6)  Withdraws  blood  specimens  and  collects 
urine  and  stool  samples  from  patients;  7)  Measures  hemoglobin  and  blood  sugar 
levels  in  patient  blood  specimens;  8)  Prepares  specimens  for  urine  analysis;  9) 
Measures  concentrations  of  albumin,  bilirubin,  urobilinogen,  and  sugar  in  urine 
samples;  10)  Tests  pH  of  urine  samples;  and  11)  Performs  haemocult  test  on 
patient  stool  samples  to  determine  components.  Salary  is  $32,968  per  year. 
Work  schedule  is  from  8:00  am  to  5:00  pm,  Monday-Friday,  40  hours  per  week. 
Minimum  requirements  are  a Bachelor’s  Degree  in  Health  Science  or  Medical 
Field  and  two  years’  employment  experience  in  the  job  offered.  Applicants  must 
send  two  copies  of  resume,  including  social  security  number,  and  including  JO# 
SC2000512  to:  Ms.  Cathy  S.  Phillips,  E&T  Technical  Sen’ices,  SCESC,  PO  Box 
1406,  Columbia,  SC  29202. 
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ASSISTED  DYING  IN  SOUTH  CAROLINA:  A FAMILY 
DIVIDED 


In  1878,  the  South  Carolina  Medical  Asso- 
ciation grappled  with  the  difficult  issue  of 
assisted  dying.  One  of  its  members.  Dr.  T.  T. 
Robertson,  was  an  outspoken  proponent  of 
euthanasia,  and  asked  the  SCMA  to  examine, 
and  hopefully,  endorse  the  practice.  Indeed, 
Dr.  Robertson  admitted  to  his  colleagues  that 
he  had  performed  euthanasia,  and  predicted 
its  full  acceptance  by  society.  His  colleagues 
at  the  SCMA  were  not  as  sanguine  about  the 
issue,  and,  invoking  slippery  slope  concerns 
about  “manifest  horrible  abuses,”  found 
euthanasia  to  be  “against  the  uses  of  society.” 

One  hundred  and  seventeen  years  later,  in 
January  1995,  the  SCMA  Ethics  Committee 
revisted  the  issue  of  assisted  dying  in 
response  to  pending  state  legislation  (two 
separate  bills  before  the  South  Carolina  legis- 
lature) that  would  have  criminalized  assisted 
suicide  in  South  Carolina.  If  passed,  either  of 
these  bills  would  have  made  the  assisted  sui- 
cide by  any  citizen  (whether  health  care  clini- 
cian or  family  member)  a criminal  act. 

Neither  bill  passed  the  legislature.  The 
SCMA  Ethics  Committee,  while  not  endors- 
ing assisted  dying,  determined  that  the  failed 
bills  were  premature,  as  they  would  have  for- 
closed  public  discussion  about  an  important 
and  divisive  social  issue. 

The  opportunity  for  public  discussion  has 
subsequently  arisen  from  unfortunate  circum- 
stances. On  December  11,  1995,  homicide 
charges  were  brought  against  Mrs.  Frances 
Brooke  for  assisting  in  her  mother's  death. 
Mrs.  Brooke  is  alleged  to  have  overdosed  her 
81 -year-old  mother,  Mrs.  Lillis  McRee  of 
Fripp  Island,  S.  C.,  with  a lethal  dose  of 
insulin.  Mrs.  McCree  died  on  November  25, 
having  suffered  from  diabetes,  hypertension, 
and  spinal  stenosis  for  years.  She  had  made 


several  suicide  attempts,  the  most  recent  of 
which  occurred  on  October  20,  1995,  when 
she  overdosed  on  oral  medication  and  was 
subsequently  hospitalized.  Five  days  after  her 
release  from  the  hospital  on  November  20, 
she  was  dead.  Two  days  later,  Mrs.  McCree's 
grandson  notified  local  police  of  a possible 
homicide. 

Testimony  before  the  Beaufort  County 
coroner  included  statements  by  Mrs. 
McCree’s  physician,  nurses  and  housekeeper 
that  Mrs.  McCree  had  discussed  suicide.  Mrs. 
Brooke’s  sister  testified  at  the  hearing  that 
Mrs.  Brooke  had  assisted  in  their  mother’s 
death. 

The  tragedy  of  this  case  includes  the  suffer- 
ing of  all  involved,  the  polarization  of  a fami- 
ly, the  charge  of  matricide  by  sister  against 
sister,  and,  perhaps,  society’s  failure  to  attend 
to  end  of  life  and  quality  of  life  issues  in 
cases  such  as  Mrs.  McCree’s.  Ambivalence 
about  the  propriety  of  assisted  suicide  in  this 
case  is  reflected  in  the  Beaufort  County 
Grand  Jury’s  refusal  to  indict  Mrs.  Brooke  on 
homicide  charges.  Such  charges  were  later 
brought  by  the  Beaufort  County  solicitor. 

If  Mrs.  Brooke  is  found  to  have  brought 
about  her  mother’s  death,  the  question 
remains  whether  this  was  an  act  of  daughterly 
love  and  compassion  or  an  act  of  murder. 
How  society  should  respond  to  such  an  act  is 
the  question  at  hand.  The  time  for  public  dis- 
cussion has  begun. 

Mary  Faith  Marshall,  Ph.  D. 

The  Program  in  Biomedical  Ethics 
Medical  University  of  South  Carolina 
171  Ashley  Avenue 
Charleston,  SC  29425 
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Oh  we  Cover. 


It  hath  been  often  said,  that  it  is  not  death,  but  dying,  which  is  terrible. 

— Henry  Fielding 


In  the  19th  century,  as  a patient  approached 
death,  there  was  little  that  physicians,  family, 
or  friends  could  do  but  to  stay  by  his  side  and 
offer  what  comfort  they  could.  With  the 
emergence  of  technical  medicine,  the  facing 
of  death  is  sometimes  made  easier,  but  often, 
with  the  multiplicity  of  treatment  options,  it 
can  be  much  more  difficult. 

The  human  idea  of  death  as  the  final  and 
most  dreadful  enemy  makes  the  very  term 
“euthanasia”  or  “pleasant  death”  seem  an 
oxymoron;  yet,  the  right  to  die  is  as  sacred  as 
the  right  to  live.  Is  the  right  to  determine  the 
circumstances  of  your  death  yours?  Or  your 
family’s?  Or  your  physician's? 

Samuel  Henry  Dickson,  M.  D.,  Professor  of 
the  Institutes  and  Practice  of  Medicine  at  the 
Medical  College  of  the  State  of  South  Caroli- 
na in  1852  published  a delightful  book  of 
Essays  on  Life,  Sleep,  Pain,  etc.,  in  which  he 
deals  with  this  age  old  problem: 

I hold  fully,  with  Pascal,  that,  according 
to  the  principles  of  Christianity,  which  in 
this  entirely  oppose  the  false  notions  of 
paganism,  a man  “does  not  possess  power 
over  his  own  life.”  I acknowledge  and 
maintain  that  the  obligation  to  perform 


unceasingly,  and  to  the  last  and  utmost  of 
our  ability,  all  the  duries  which  appertain  to 
our  condition  renders  absolutely  incompati- 
ble the  right  supposed  by  some  to  belong  to 
every  one  to  dispose  of  himself  at  his  own 
will.  But  I would  present  the  question  for 
the  serious  consideration  of  the  profession, 
whether  there  does  not,  now  and  then, 
though  very  rarely,  occur  an  exceptional 
case,  in  which  they  might,  upon  full  and 
frank  consultation,  be  justified  before  God 
and  man  in  relieving,  by  the  efficient  use  of 
anesthetics,  at  whatever  risk,  the  ineffable 
and  incurable  anguish  of  a fellow  creature 
laboring  under  disease  of  organic  destruc- 
tiveness, or  inevitably  mortal;  such,  for 
example,  as  we  are  doomed  to  witness  in 
hydrophobia,  and  even  more  clearly  in 
some  instances  of  cancerous  and  fungoid 
degeneration,  and  in  the  sphacelation  of 
organs  necessary  to  life,  or  parts  so  con- 
nected as  to  be  indispensable,  yet  not  allow- 
ing either  of  removal  of  restoration? 

Dr.  Dickson  provides  no  answer. 

Betty  Newsom 

The  Waring  Historical  Library 
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THE  CAMPAIGN  THAT  NEVER  ENDS! 

Alliance  membership  renewal  and  dues  collection  runs  from  July  1 - March  1.  This  assures  us 
the  maximum  number  of  delegates  to  represent  our  members  at  our  conventions  in  April  and 
June.  The  drive  to  “recruit  and  retain”  goes  on  year-round,  with  a break  in  April  to  hand-off  to 
the  next  team.  County  membership  teams  are  reporting  some  professional  unrest  in  a few  coun- 
ties, but  good  attendance  continues  at  fall  events.  July  14,  1995,  we  had  23  active  counties,  1,441 
members,  68  RP/MSS,  two  members-at-large,  and  eight  “growth”  counties. 

Each  year,  our  members  may  attend  Confluence  I or  II  in  Chicago,  for  training  in  public  speak- 
ing, working  with  the  media,  membership  marketing,  and  leadership  skills.  Susie  Reeder, 
AM  A A Membership  Chairman  from  Florida,  a Duke  graduate  and  mother  of  seven,  will  be  guest 
speaker  at  our  state  Membership  Round-Up,  Wednesday,  February  7,  1996,  10:00  am  -12:30  pm, 
at  SCMA  headquarters.  All  state  and  county  presidents,  presidents-elect,  treasurers,  and  member- 
ship chairmen  are  invited  to  come  and  share  their  triumphs  and  challenges  at  this  workshop.  Our 
state  and  national  goal  is  a five  percent  increase  by  March  1 . To  reach  this  goal,  most  county  aux- 
iliary/alliances need  to  transform  “local  only”  members  to  full  membership  in  the  state  and 
national  alliances  to  begin  receiving  full  benefits.  To  support  this  effort  in  our  counties,  SCMAA 
will  have  two  drawings  for  prizes  at  state  convention  to  recognize  the  individual  “recruiter”  and 
the  county  team  reaching  the  five  percent  goal  by  March  1 . 

As  ambassadors  for  medicine,  we  continue  to  support  SCMA  in  joint  projects  (SAVE),  public 
seminars  on  causes  and  prevention  of  family  violence,  and  local  shelter  projects.  Fundraising  for 
medical  education  (AMA-ERF)  and  local  scholarships,  public  health  education  (Roper  Mountain, 
“Bodies  in  Motion”  room),  and  furnishings  and  computers  for  children’s  shelters  increases  each 
year. 

As  the  alliance  continues  to  work  for  medicine,  we  ask  your  board  and  county  presidents  to 
encourage  their  spouses  to  support  our  efforts  by  offering  their  time,  talents,  and  dues  of  $40  per 
year  through  their  county  auxiliaries/alliances  or  by  sending  to: 

Ruth  Anne  Fawson 
SCMAA  Treasurer 
759  River  Road 
Columbia,  SC  29212 

Thank  you  and  Happy  New  Year  to  you  all! 

Mrs.  Vasa  W.  Cate 

Chairman,  SCMAA  Membership  Committee 


February  1996 
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WANTED!:  Established  practice  now 
recruiting  primary  care  physicians  statewide. 
Excellent  benefits  available,  no  management 
worries.  Also  very  interest  in  possible  prac- 
tice acquisitions.  If  interested,  direct  CVs, 
correspondence  to  Doctor’s  Care  Central, 
6168  St.  Andrews  Rd.,  Columbia,  SC  29212- 
3132,  Attn:  Physician  Placement. 

ORANGEBURG  AND  CALHOUN 
COUNTIES  have  practice  opportunities  for 
graduating  residents/fellows  and  experienced 
practitioners  in  the  following  specialties: 
Endocrinology,  Family  Practice,  Infectious 


Diseases,  and  Rheumatology.  Practice  incen- 
tives and  relocation  assistance  are  available. 
Contact  Dr  Chermol,  The  Regional  Medical 
Center,  at  (800)  866-6045. 

PRIVATELY  OWNED  FAMILY  PRAC- 
TICE GROUP  in  rapidly  growing,  economi- 
cally diverse  community  seeking  family  prac- 
tice physician  to  join  partnership.  Four  and 
one-halfday  work  week,  no  hospital,  or  nurs- 
ing home  work.  No  HMOs.  Competitive 
salary  benefits.  Send  resume  to  PO  Box  887, 
Simpsonville,  SC  29681. 
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TOP  TEN  REASONS  TO  CONSIDER 
CONNECTICUT  MUTUAL 'S  DISABILITY 
PLAN  FOR  SCMA  MEMBERS  NOWt 


The  market  for  disability  insurance  is  changing  daily.  Protect  your 
income  while  you  can  still  get  the  benefits,  premium  guarantees, 
and  contractual  language  to  give  you  maximum  protection  during 
your  working  life. 


1.  This  product  will  only  be  available  in  its  present  form  for  a very  short  time. 

2.  Connecticut  Mutual  still  offers  SCMA  members  a 25%  discount. 

3.  Connecticut  Mutual  still  offers  true  own  occupation  coverage  to  physicians. 

4.  Connecticut  Mutual  still  offers  guaranteed  contractual  language.  Once 

issued,  the  provisions  cannot  be  changed  prior  to  age  65. 

5.  Connecticut  Mutual  still  offers  a guaranteed  premium.  Once  issued,  the 
premium  cannot  be  changed  prior  to  age  65. 


6. 


Connecticut  Mutual  still  has  full  benefits  for  mental  and  nervous  conditions. 


7.  Connecticut  Mutual  still  pays  benefits  for  partial  disability  without  requiring  the 
insured  to  ever  be  totally  disabled. 

8.  Connecticut  Mutual  still  offers  amounts  of  coverage  to  replace  a significant 
percentage  of  your  income. 

9.  Connecticut  Mutual  still  offers  a cost  of  living  rider. 

10.  Connecticut  Mutual  still  have  recovery  benefits  that  will  continue  to 
compensate  you  for  lost  earnings  after  you  return  to  work  full  time. 


MAIL  RESPONSE  TO:  Carolina  Physicians  Advisory  Service 

Post  Office  Box  688 
Columbia,  SC  29202-0688 


Name  Specialty 

Address  City  Zip 

Have  you  used  tobacco  in  the  past  12  months?  YES NO 

DOB SEX MONTHLY  BENEFIT  DESIRED  $ 


Views  expressed  herein  are  those  of  the  authors  only  and  in  no  way  represent  the  SCMA.  We  do  not  give  tax 
advice.  Only  your  attorney  and  accountant  are  qualified  to  do  so. 


Carolina  Physicians 
Advisory  Service 


Billy  M.  Thornton 
John  T.  Thorne 


Sewing  the  members  of  the  South  Carolina  Medical  Community 
P.O.  Box  688  • Columbia,  SC  29202  • (803)  254-0002  • Fax  (803)  765-2403 


1 -800-742-3669 


jp  Service  of  High  Point  Regional  Hospital 
pOl  N.  Elm  Street  High  Point,  NC  27261 


Parkside  High  Point 
Behavioral  Services 


A fe  for  Apple, 

B fe  for  Ball, 

C fe  for  Cancer. 
Cancer? 


Ioday  s pressure  is  greater 
than  ever  before. 


Although  cancer  is  a very  grown-up  disease, 
thousands  of  children  like  Adam  learn  all  about  it 
each  year  when  they're  diagnosed  with  one  of  its 
deadly  forms. 

But  these  children  have  a fighting  chance  because 
of  life-saving  research  and  treatments  developed  at 
St.  Jude  Children's  Research  Hospital.  To  learn 
more  about  the  work  doctors  and  scientists  are  doing 
at  St.  Jude  and  how  you  can  help,  call: 

1-800-877-5833. 

— S ST.  JUDE  CHILDREN’S 
RESEARCH  HOSPITAL 

Danny  Thomas,  Founder 


There  is  just  so  much  pressure  a person  can  handle.  The  stresses  and 
strains  of  balancing  a busy  career  and  personal  life  can  take  their  toll 
on  even  the  most  stable  personality. 

At  Parkside  High  Point  Behavioral  Services,  you’ll  find  that  our  Impaired 
Professionals  Program  is  designed  to  meet  the  specific  needs  of  physicians  and 
other  health  care  professionals  who  require  special  confidentiality  and  peer 
support.  Our  program,  staffed  by  professionals  who  understand  the  special 
treatment  needs  of  alcohol  or  drug  dependency  problems,  is  designed  to  pro- 
vide impaired  professionals  with  guidance  and  support  every  step  of  the  way. 

If  you  or  someone  you  care  about  is  suffering  from  an  alcohol  or  drug 
dependency  problem,  it’s  important  to  seek  help.  The  kind  of  help  provided 
by  Parkside  High  Point  Behavioral  Services. 

For  more  information  on  our  Impaired  Professionals  Program  and  a 
FREE  VIDEO,  call  (800)  525-9375,  ext.  2095. 

We  can  help  relieve  the  pressure  of  an  alcohol  or  drug  dependency  problem 
before  it's  too  late. 


You  are  invited  to  review  our  Medical 
Office  Manager ...  a system  for  the  21st 
Century 

Take  time  to  compare  the  FMS  advantage  and  support 
services  to  your  current  system  and  service  fees. 


Fox  Meadows  Software,  Ltd. 

Medical  Office  Specialist 
Year  2000  ready 
On  site  training  and  support 
Networks  for  DOS  and  Windows 
Freedom  to  choose  your  own  hardware 
Chart  Notes  that  use  Templates  for  fast  entry 
Interfaces  with  other  Window  and  DOS  products 
Unlimited  Medical,  Statistical  and  Financial  Reporting 
Create  specialty  Databases,  Entry  Screens  and  Reports 
Electronic  claims  & Statements,  Appointment  Scheduler,  Imaging 


FMS  is  more  than  a traditional  billing  system.  Physicians  and  nurses  will  find  the 
medical  information  captured  and  the  accessibility  of  this  information  invaluable  for 
managing  the  office  today  and  into  the  21st  century. 

Fox  Meadows  Software,  LTD,  2 West  Wessex  Way,  Blythewood,  S.C.  29016 

For  additional  information  please  call  (803)  754-4290. 


fox  meadows 

software 


LIMITED 


OF  THE  SOUTH  CAROLINA  MEDICAL  ASSOCIATION 


VOLUME  92 
NUMBER  3 
MARCH  1996 
PAGES  93-146 


SPECIAL  ISSUE:  MATERNAL,  INFANT  AND  CHILD  HEALTH 


GUEST  EDITORS:  DILIP  M.  PUROHIT,  M.  D., 

RALPH  F.  PRINCIPE,  M.  D. 

CO-CHAIRMEN,  SCMA  MICH  COMMITTEE 


You  are  invited  to  review  our  Medical 
Office  Manager ...  a system  for  the  21st 
Century 

Take  time  to  compare  the  FMS  advantage  and  support 
services  to  your  current  system  and  service  fees. 


Fox  Meadows  Software,  Ltd. 

Medical  Office  Specialist 
Year  2000  ready 
On  site  training  and  support 
Networks  for  DOS  and  Windows 
Freedom  to  choose  your  own  hardware 
Chart  Notes  that  use  Templates  for  fast  entry 
Interfaces  with  other  Window  and  DOS  products 
Unlimited  Medical,  Statistical  and  Financial  Reporting 
Create  specialty  Databases,  Entry  Screens  and  Reports 
Electronic  claims  & Statements,  Appointment  Scheduler,  Imaging 


fox  meadows 

software 


LIMITED 


FMS  is  more  than  a traditional  billing  system.  Physicians  and  nurses  will  find  the 
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No  one  mentioned  a preauthorization.  Is  that 
something  you  can  give  her?  By  the  way,  what 
is  a preauthorization? 


Mix-ups  like  this  throw  your  practice's  schedule 
off  and  frustrate  patients.  So  head  off  problems, 
and  run  your  office  smoothly  with  PAID  IV  Plus. 

PAID  IV  Plus.  Companion  Technologies’  private 
label  version  of  The  Medical  Manager-,  is  the 
complete  practice  management  software  system 
that's  easy  to  use.  With  just  a few  simple  keystrokes, 
you'll  master  managed  care  functions,  including: 

Quickly  checking  for  treatment 
preauthorizations  and  patient  eligibility 

Maintaining  insurance  policy  limits 

Handling  multiple  insurance  providers 
for  a single  patient 

Producing  numerous  practice  reports 
and  analyses 

Knowing  which  sendees  are  not  covered 

PAID  IV  Plus  actually  makes  “managed  care" 
manageable.  And  your  life  a lot  less  complex. 

Leant  what  else  PAID  IV  Plus  can  do  for  you. 

Call  Companion  Technologies  for  information  or 
to  schedule  a system  demonstration. 


r 1-800-382-PAID  (7243) 
or  fax  (803)  699-2384 

PAID  IV  Plus.  Because  patients  can  't  remember 
everything,  and  you  have  to. 


Companion  Technologies 

Modern  technology  for  practice  management. 
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What 

Antitrust  Relief.  Patient  Protection  Act  II.  Professional  Liability  Reform. 

Have  You 

Bylaws  as  Contracts.  Joint  Commission  Medical  Staff  Standards. 

Done  For  Me 

National  Coalition  of  Physicians  Against  Family  Violence. 

Lately? 


The  Organized  Medical  Staff  Section. 

A forum  to  help  you  take  control  of  your  future. 


The  American  Medical  Association 
Organized  Medical  Staff  Section 
(AMA  OMSS)  is  an  expansion  of 
the  Hospital  Medical  Staff  Section. 

It  embraces  the  gr  owing  number 
of  physicians  in  managed  care. 

The  OMSS  offers  assistance,  repre- 
sentation, and  a strong,  unified  voice 
within  these  organized  settings. 

You  are  invited  to  participate. 

Any  medical  staff  of  a hospital, 
integrated  delivery  system,  or  health 
care  plan  may  designate  an  OMSS 
representative,  who  must  be  an  AMA 
member  with  active  medical  privileges. 


If  you  are  interested  in  attending  air 
upcoming  meeting  and/or  designating 
an  AMA  OMSS  representative  call 
800  AMA-32 1 1 and  ask  for  the  AMA 
Department  of  Organized  Medical 
Staff  Services. 

We  cannot  begin  to  confront  the 
unique  challenges  facing  us  without 
you.  Call  800  AMA-32 11  today. 

The  Voice  of  Grassroots  Physicians. 


American  Medical  Association 

Physicians  dedicated  to  the  healt  h of  America 


President's  Page 

THE  S.  C.  INSTITUTE  FOR  MEDICAL  EDUCATION 
AND  RESEARCH 


I have  decided  to  devote  this  president’s  page  to  South  Carolina  Institute  for  Medical  Education 
and  Research  (SCIMER)  because  1 do  not  think  our  membership  really  knows  what  it  is,  what  it 
does,  and  its  potential.  SCIMER  is  a non-profit  affiliate  of  the  South  Carolina  Medical  Associa- 
tion (SCMA)  established  to  acquire  and  manage  funds  for  medical  education,  research,  and  ser- 
vices to  benefit  the  health  care  of  South  Carolinians. 

The  major  activity  of  SCIMER  has  been  to  fund  scholarships  for  medical  students  at  the  Medi- 
cal University  of  South  Carolina  and  University  of  South  Carolina  School  of  Medicine.  Last  year, 
21  scholarships  were  awarded  with  funding  from  the  voluntary  dues  checkoff  of  $25  on  the 
SCMA  annual  dues  notice  and  from  the  South  Carolina  Medical  Association  Alliance.  Unfortu- 
nately, fewer  than  half  of  our  members  choose  to  make  the  voluntary  contribution.  Today,  the 
average  medical  student  leaves  medical  school  with  a debt  of  $80,000.  These  students  need  our 
help.  Those  of  you  who  contribute  to  the  American  Medical  Association  Education  and  Research 
Foundation  (AMA-ERF)  may  be  interested  to  know  that  you  can  designate  your  contributions  for 
SCIMER.  This  ensures  that  your  gift  will  be  used  for  South  Carolina  medical  students. 

In  addition  to  scholarships,  SCIMER  has  contributed  to  the  South  Carolina  Health  Education 
Van,  funded  nationally  known  medical  speakers,  acquired  a Robert  Wood  Johnson  REACH  OUT 
grant  to  increase  access  to  medical  and  preventive  services  for  Medicaid  pediatric  patients,  and 
now,  with  the  help  of  the  alliance,  funded  our  Campaign  For  Violence-Free  Families. 

An  exciting  program  offered  by  SCIMER  is  the  Section  170  Plan.  This  plan  is  designated  to 
help  you  set  up  a personal  fund  with  a high  degree  of  flexibility.  Funds  you  contribute  are  partial- 
ly tax  deductible  for  disability  and  retirement,  college,  and  estate  planning.  Half  your  contribu- 
tion is  used  to  buy  an  annuity  for  you,  and  the  other  half  purchases  a life  insurance  policy 
through  which  SCIMER  will  receive  an  endowment  in  your  name  at  the  time  of  your  death.  This 
SCIMER  program  gives  us  the  potential  to  develop  a large  fund,  which  will  be  greatly  needed  in 
the  era  of  diminishing  federal  support  for  education  and  research.  Further  information  on  Section 
170  Plan  may  be  obtained  by  calling  (803)  798-6207  or  1-800-327-1021  statewide.  I personally 
have  participated  in  this  program  and  highly  recommend  it  to  you. 

You  may  contribute  to  SCIMER  in  several  ways: 

• You  can  make  memorial/honorary  contributions  for  a South  Carolina  physician; 

• Private  foundations  may  give  grants  to  SCIMER  for  special  services  or  pro- 
grams; 

• SCMA  members  may  check  a $25  donation  to  SCIMER  on  your  annual  dues 
billing; 

• You  may  participate  in  the  Section  170  Plan. 

I urge  you  to  support  SCIMER  in  any  of  the  above  ways  that  you  choose. 


Benjamin  E.  Nicholson,  M.  D. 
President 


lhourmlT 


THE  SOUTH  CAROLINA  MEDICAL  ASSOCIATION 


VOLUME  92 
MARCH  1996 
NUMBER  3 


Contents 


Special  Issue:  Maternal , Infant  and  Child  Health 
Guest  Editors:  Dilip  M.  Purohit,  M.  I). 

Ralph  F.  Principe , M.  D. 

101  Introduction 

Dilip  M.  Purohit,  M.  I).,  Ralph  II.  Principe,  M.  D. 

103  The  Health  of  Women  and  Children  in 
South  Carolina:  Success  or  Crisis? 

William  M.  Sappenfield,  M.  /).,  M.  P.  H.,  Mary  M.  Rogers, 
Dr.  P.  II.,  Pamela  F.  Younghaus,  M.  P.  Ft.,  Betsy  Barton, 
M.  S.  P.  H..  Marie  C.  Meglen,  M.  S.,  C.  N.  M. 

113  The  SCMA  MICH  Committee 

114  Maternal  Mortality  in  South  Carolina:  An 
Update  1985-1994 

M.  Kathryn  Menard,  M.  D..  M.  P.  Ft.,  Ralph  Principe,  M.  D. 

121  Preventing  HIV  Infection  in  Patients  and 
Children  by  Reducing  Perinatal  HIV 
Transmission:  Review  of  Efficacy  and 
Preliminary  Cost  Evaluation 

George  M.  Johnson,  M.  D. 


128  Maternal  Use  of  Alcohol  During  Preg- 
nancy is  a Risky  Lifestyle 

Sami  B.  Elhassani,  M.  I).,  Dilip  M.  Purohit,  M.  D.,  Jerry  J 
Ferlauto,  M.  D. 

133  The  Role  of  Health  Care  in  Child  Abuse 
and  Neglect  Prevention 

Francis  E.  Rushton,  M.  D. 

Editorials 

141  Managed  Care  and  Early  Discharge 

Dilip  M.  Purohit,  M.  D. 

Features 

143  Alliance  Page 

142  On  the  Cover 

95  President's  Page 

Association 

137  CME  Calendar 

145  Gray  Matter 

97  SCMA  Newsletter 


THE  JOURNAL  OF  THE  SOUTH  CAROLINA  MEDICAL  ASSOCIATION  (ISSN  0038-3139)  - Published  monthly  by  the  South  Caroline 
Medical  Association  business  office:  3210  Fernandina  Road,  Columbia,  SC  29210.  Mailing  Address:  P.  O.  Box  11188  Capitol  Station 
Columbia,  SC  2921 1 . 

Copyright®  1996  by  the  South  Carolina  Medical  Association.  All  rights  reserved.  The  views  expressed  in  this  publication  are  those  of  the  writ- 
ers and  do  not  necessarily  reflect  the  opinions  of  the  South  Carolina  Medical  Association. 

Subscription  price  to  non-members  $25.00.  SCMA  members'  subscription  cost  ($15.00)  included  with  payment  of  annual  dues.  Second  class 


postage  paid  at  Columbia,  SC.  POSTMASTER 
1 1 188,  Columbia,  SC  29211. 


EDITOR 

Charles  S.  Bryan.  M.D.,  Columbia 

EDITORIAL  BOARD 

Edward  E.  Kimbrough.  M.D.,  Columbia, 
Editor  Emeritus 

Charles  N.  Still,  M.D.,  Columbia 
Walter  Bonner,  M.D.,  Charleston 
W.  Curtis  Worthington,  Jr.,  M.D.,  Charleston 
Jeff  Z.  Brooker,  M.D.,  Columbia 
Frederick  L.  Greene,  M.D.,  Columbia 
G.  William  Bates,  M.D.,  Greenville 
Leslie  W.  Howard,  Jr.,  M.D.,  Spartanburg 
E.  Carwile  LeRoy,  M.D.,  Charleston 
Robert  M.  Sade,  M.D.,  Charleston 
Hunter  R.  Stokes,  M.D.,  Florence 
E.  Conyers  O'Bryan,  Jr.,  M.D.,  Florence 
Robert  N.  Milling,  M.D..  Columbia 
William  H.  Hunter,  M.D.,  Clemson 
Timothy  J.  Spurling,  M.D.,  Florence 
Colin  W.  Howden,  M.D.,  Columbia 


Send  address  changes  to  The  Journal  of  the 


MANAGING  EDITOR 

Joy  Drennen 

SCMA  OFFICERS 

Benjamin  E.  Nicholson,  M.D.,  President 
Carol  S.  Nichols,  M.D.,  President-Elect 
Bryan  L.  Walker,  M.D.,  Secretary 
Stephen  A.  Imbeau,  M.D.,  Treasurer 
Roger  A.  Gaddy,  M.D.,  Speaker  of  the 
House 

William  H.  Hester,  M.D.,  Vice  Speaker 
of  the  House 

O.  Marion  Burton,  M.D.,  Past  President 

TRUSTEES 

Richard  E.  Ulmer,  M.D.,  First  District 
John  B.  Johnston,  M.D.,  First  District 
S.  Nelson  Weston,  M.D.,  Second  District, 
and  Chairman  of  the  Board 
Vasa  W.  Cate,  M.D.,  Second  District 
George  P.  Cone,  Jr.,  M.D.,  Third  District 
Patricia  P.  Westmoreland,  M.D.,  Fourth  District 


Carolina  Medical  Association,  P.  O.  Bo>i 


Boyce  Tollison,  M.D.,  Fourth  District 

R.  Duren  Johnson,  M.D.,  Fifth  District 
Kenneth  L.  DeHart,  M.D.,  Sixth  District 
Sompong  Kraikit,  M.D.,  Sixth  District 
J.  Capers  Hiott.  M.D..  Seventh  District 
Dallas  Lovelace.  III.  M.D.,  Eighth  District 
Michael  W.  Holmes,  M.D.,  Ninth  District 
Randolph  D.  Smoak.  Jr.,  M.D.,  AMA  Trustee 

DELEGATES  TO  THE  AMA 

Walter  J.  Roberts,  Jr.,  M.D..  Delegate 
Daniel  W.  Brake,  M.D.,  Delegate 
J.  Chris  Hawk.  Ill,  M.D.,  Delegate 
Roger  A.  Gaddy,  M.  D..  Delegate 
Stephen  A.  Imbeau,  M.D.,  Alternate 
O.  Marion  Burton,  M.  D.  Alternate 
John  W.  Simmons,  M.D.,  Alternate 

S.  Nelson  Weston,  M.D.,  Alternate 

CHIEF  EXECUTIVE  OFFICER 

Mr.  William  F.  Mahon 


96 


The  Journal  of  the  South  Carolina  Medical  Associatior 


SCMA  NEWSLETTER 


A PUBLICATION  OF  THE  SOUTH  CAROLINA  MEDICAL  ASSOCIATION 
Joy  Drennen,  Editor  Contributions  welcomed 

798-6207 , in  Columbia  1-800-327-1021,  outside  Columbia 


MEDICARE  UPDATE 


March  1996 


The  March,  1996  Medicare  Advisory  contains  important 
information  about  various  issues  such  as  approved  Ambu- 
latory Surgical  Centers  procedure  codes,  standardizing 
the  provider/supplier  enrollment  process,  crossover  and 
Medigap  claims,  and  much  more. 

Correct  Codine  Initiative:  On  January  1, 1996,  Medicare 
implemented  its  Correct  Coding  Initiative.  This  initia- 
tive was  implemented  via  the  installation  of  a set  of  new 
edits  into  the  Medicare  carriers’  automated  claims  pro- 
cessing systems.  The  new  edits  primarily  focus  on  com- 
paring the  CPT  codes  for  those  situations  where  two  or 
more  services  are  provided  to  one  beneficiary  on  the  same 
day.  These  edits  identify  situations  where  outdated  codes 
are  being  used,  the  CPT  definitions  for  services  may  have 
been  misunderstood  or  misinterpreted,  mutually  exclu- 
sive procedures  have  been  coded  together,  or  simply  a 
mistake  has  been  made  in  the  coding.  Additionally,  a new 
-GB  modifier  has  been  established  to  help  Medicare  iden- 
tify when  distinct  procedures  have  been  performed  by  the 
same  physician  on  the  same  day.  Please  refer  to  the 
March,  1996  Medicare  Advisory  for  more  information  on 
the  initiative,  how  to  order  HCFA’s  National  Correct  Cod- 
ing Policy  Manual  for  Part  B Medicare  Carriers,  and 
updates  to  the  Correct  Coding  Initiative  Tables. 

Medicare  Part  B 1996  Initiatives  Workshop:  With  the 
new  HCFA-1500  claims  completion  instructions,  correct 
coding  initiative,  Medicare  remittance  notice,  revised 
remarks/action  codes,  retuming/rejecting  incomplete 
claims,  and  National  Provider  Identifier,  change  is  def- 
initely in  the  air  at  Medicare  Part  B. 

To  help  you  adjust  to  these  changes.  Medicare  will  be  con- 
ducting eight  workshops  across  the  state  April  15-24, 
1996,  in  Florence,  Anderson,  Myrtle  Beach,  Columbia, 
Greenville,  Spartanbuig,  Aiken,  and  Charleston.  The  reg- 


istration fee  is  $20  per  person.  Please  call  the  Medicare 
Part  B Provider  Service  Center  at  (803)  788-5568  with 
questions  about  topics  or  space  availability. 

Truncated  Diagnosis  Coding:  Beginning  July  1, 1996, 
assigned  claims  for  physician  services  submitted  with 
truncated  diagnosis  coding  will  be  “returned  as  unprocess- 
able.” Effective  July  1, 1996,  Medicare  will  send  a devel- 
opment letter  on  all  nonassigned  claims  filed  with  a trun- 
cated diagnosis  code.  Truncated  diagnosis  coding  means 
you  have  not  used  a code  to  the  highest  level  available. 
Please  be  sure  you  are  using  the  most  recent  version  of 
the  IDC-9-CM  coding  book. 

ESRD  Facility  Approved  for  Ambulance  Transport: 
Conway  Dialysis  Center  has  been  approved  for  ambu- 
lance transport.  For  more  information  on  ERSD  facili- 
ties that  meet  the  criteria  for  an  approved  destination  of 
Medicare  ambulance  services  for  non-skilled  facility 
patients,  please  refer  to  page  15  in  the  November,  1995 
Medicare  Advisory. 

CPT  Code  43246:  The  February,  1996  Medicare  Advi- 
sory stated  that  the  appropriate  CPT  code  to  use  when  per- 
forming an  upper  gastrointestinal  endoscopy  in  con- 
junction with  percutaneous  placement  of  a gastrostomy 
tube  is  CPT  code  43246.  CPT  code  43750  is  bundled  into 
CPT  code  43246.  However,  Medicare  incorrectly  instruct- 
ed you  to  use  an  -80  modifier  (Assistant  Suigeon)  with- 
out documentation  which  will  cause  the  claim  to  suspend 
pending  medical  documentation.  Claims  containing  CPT 
code  43750  are  not  payable  with  an  -80  modifier  or  -62 
modifier.  As  of  January  1, 1996,  if  two  physicians  of  the 
same  specialty  are  necessary,  the  second  physician  should 
bill  CPT  code  43246  with  a -80  modifier  and  include  med- 
ical documentation  as  to  the  necessity  of  the  assistant. 
(continued  on  page  2) 


MEDICARE  UPDATE  ( continued ) 


Thrombectomy  of  Renal  Dialysis  Access  Grafts.  There  has  been  confusion  in  the  correct  coding  of  these 
services.  While  CPT  codes  36860  and  36861  are  specific  to  declotting  of  intervascular  cannula,  there  is  no 
intervascular  equivalent  for  arterial  or  venous  grafts.  CPT  code  35875  was  intended  to  be  used  for  grafts  of  major 
arteries  requiring  much  more  extensive  work  than  for  a dialysis  shunt.  Effective  immediately,  you  should  report 
thrombectomy  or  declotting  of  a graft  used  for  renal  dialysis  access  as  follows: 

Primary  Event  35875  -52  Thrombectomy  submitted  as  a reduced  service 

Subsequent  Thrombectomy  35875  -5275  Return  trip  to  the  operating  room  for  a 

within  90  days  related  procedure 

Medical  Policies:  The  March,  1996  Medicare  Advisory  contains  the  following  medical  policies:  chiropractic 
services,  cranial  CT  scans,  injection  of  tendon  sheath,  ligaments,  trigger  points,  ganglion  cysts  or  bursa,  and  iron 
studies.  □ 


MEDICAID  UPDATE 


Interim  Director:  The  Department  of  Health  and 
Human  Services  (DHHS)  is  pleased  to  announce  that 
Gwen  Power  has  been  named  Interim  Director 
following  the  resignation  of  Dr.  Eugene  Laurent.  Ms. 
Power  was  previously  the  Deputy  Director  for  the 
Office  of  Programs  at  DHHS. 

Minor  Surgical  Procedures:  To  clarify  the  January, 
1996  Medicaid  Update  in  the  “SCMA  Newsletter,” 
regardless  of  the  state  of  service,  prior  approval  is  no 
longer  required  for  minor  surgical  procedures 
performed  on  an  inpatient  basis.  A new  edit  has  been 
created  to  distinguish  whether  or  not  the  prior 
approval  is  required  through  Carolina  Medical 
Review  (CMR)  or  DHHS.  If  your  staff  receives  any 
Edit  Correction  Forms  (ECFs)  with  edit  798  (surgery 
procedure  requires  prior  authorization  from  CMR)  or 
710  (service/procedure  requires  prior  authorization), 
please  have  them  return  the  ECF  to  the  appropriate 
program  manager.  DHHS  apologizes  for  any 
confusion  this  may  have  caused  your  office. 


Rejections  for  Duplicate  Billing  (Edit  852):  In  an 
effort  to  assist  providers  with  claim  reconciliation,  the 
DHHS  will  be  adding  the  original  claim  payment 
information  on  the  weekly  Edit  Correction  Forms 
(ECFs)  when  a claim  is  rejected  for  duplicate  billing. 
This  will  eliminate  the  need  for  researching  your 
patients’  accounts  and/or  contacting  DHHS  program 
staff  for  the  original  reimbursement  date. 

When  a claim  is  rejected  for  duplicate  billing,  the 
payment  date  of  the  original  claim  will  now  appear 
beside  the  duplicate  edit  code  section  of  the  ECF 
within  a new  block  named  Claims/Line  Payment 
Information.  This  new  block  is  located  on  the 
provider  ECF  on  the  upper  right  side  above  all  other 
edit  information. 

If  you  have  any  questions  concerning  this  bulletin, 
please  contact  your  DHHS  program  manager  at 
(803)253-6134.  □ 
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AWARDS:  ANNUAL  MEETING  1996 


The  SCMA  Public  Relations  and  Communications  Committee  has  selected  the  following  reporters  as 
winners  of  the  1996  (SCMA)  Awards  for  Excellence  in  Medical  and  Health  Care  Reporting: 

• Pamela  Graham  of  WSPA-TV  in  Spartanburg  for  her  report  on  “Depression.” 

• David  McIntosh  of  WPUB/WCAM  in  Camden  for  his  report  on  “The  Changing  Role  of  a Community 
Hospital.” 

• Leonora  LaPeter  of  The  Island  Packet , Hilton  Head;  Lolita  Huckaby  of  The  Beaufort  Gazette , Beaufort; 
and  Tom  Longshaw  of  The  Herald,  Rock  Hill  for  their  collaborative  series  on  “Attention  Deficit 
Disorder.” 

In  addition,  Dorchester  County  Medical  Society  was  selected  as  the  recipient  of  the  County  Medical  Society 
Service  to  the  Community  Award  for  its  scholarship  program  awarded  to  a medical  and  nursing  student  each  year. 

Awards  will  be  presented  at  the  SCMA  House  of  Delegates  during  an  awards  ceremony  on  Sunday,  April  28. 


SOUTH  CAROLINA  RECOGNIZES  PUBLIC  HEALTH  WEEK 

Public  Health  Week,  April  1-7,  1996,  is  a time  to  recognize  and  praise  prevention,  honor  public  health,  and 
celebrate  successes  in  these  areas.  The  theme  for  Public  Health  Week  1996  is  “Partners  in  Action.”  A reception  to 
kick  off  Public  Health  Week  is  scheduled  for  April  1,  1996,  at  5:30  p.m.  at  the  Lace  House  of  the  Governor’s 
Mansion.  Governor  Beasley  is  among  the  featured  speakers.  At  that  time,  individuals  and  groups  will  be  honored 
in  the  following  ways: 

> A winner  will  be  chosen  for  the  “Partners  in  Action”  poster  design  contest.  Children  from  across 
the  state  submitted  entries  for  the  contest.  A poster  will  be  chosen  as  the  most  representative  of 
the  theme  of  Public  Health  Week  1996.  This  poster  design  will  be  reproduced  and  distributed  as 
this  year’s  Public  Health  Week  campaign  poster. 

>■  “Pat  on  the  Back  Public  Health  Day”  recognizes  community  members  who  have  contributed  to 
the  overall  goals  of  the  public  health  effort  at  the  local,  regional,  and  statewide  levels. 

/ 

A Public  Health  Week  display  will  be  housed  at  the  Richland  County  Public  Library  in  the  front  foyer  all  month. 
In  addition,  Department  of  Health  and  Environmental  Control  public  health  experts  will  conduct  a series  of 
lectures  the  first  three  Saturdays  in  April  at  the  Richland  County  Public  Library  auditorium. 

The  South  Carolina  Public  Health  Association,  the  sponsor  of  Public  Health  Week,  recognizes  efforts  to  promote 
healthy  communities.  For  more  information  about  Public  Health  Week,  please  contact  Linda  Danielson  at  (803) 
253-6154. 


“‘THE  DOCTOR” 

In  response  to  many  telephone  inquiries,  we  are  pleased 
to  publish  information  regarding  the  picture  on  the  front 
cover  of  the  February  issue  of  The  Journal  of  the  South 
Carolina  Medical  Association.  It  is  titled  “The  Doctor” 
and  was  painted  in  1891  by  Sir  Luke  Fildes  (1844-1927). 
The  original  hangs  in  the  Tate  Gallery  in  London.  To 
honor  physicians,  the  United  States  Postal  Service  repro- 
duced the  painting  on  a commemorative  postage  stamp 
in  1950.  □ 


MEDICAL  EVALUATION  VIDEOTAPE 

The  SCMA  Occupational  Medicine  Committee  has  made 
available  a 45-minute  videotape  to  add  to  the  lending 
library  at  SCMA  Headquarters.  It  is  titled  “How  to  Per- 
form an  Excellent  Independent  Medical  Evaluation,”  and 
was  written  and  narrated  by  Christopher  R.  Brigham,  MD. 

To  view  the  tape  on  loan,  contact  Brenda  Jaynes  at  SCMA 
Headquarters  at  extension  229,  in  Columbia  at  798-6207 
or  statewide  1-800-327-1021.  3 
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SCMA  WORKSHOP  UPDATE 


By  the  time  you  receive  this  newsletter,  you  should  also  have  received  a brochure  describing  a new  SCMA 
Workshop  entitled  “Medical  Terminology.”  This  workshop  is  a MUST  for  your  office  staff  who  want  to  increase 
their  understanding  of  medical  terminology. 

Marie  Robinson  of  Midlands  Technical  College  will  teach  this  half-day  course  on  May  15,  1996,  at  the  Holiday 
Inn  Express  in  Columbia.,  9:00  am  to  12:00  noon,  with  registration  beginning  at  8:30  am. 

For  additional  information,  or  if  you  did  not  receive  a brochure  and  registration  form,  call  Ginny  Comer, 
extension  253,  at  798-6207  in  Columbia,  or  1-800-327-1021  statewide. 


ANNUAL  MEETING  UPDATE 

The  Charleston  Place  Hotel,  Charleston,  SC 
April  25-28, 1996 

New  this  year  at  the  SCMA  Annual  Meeting  and  Scientific  Assembly  will  be 
computer  demonstrations  in  the  rear  of  the  Grand  Hall,  all  day  Friday,  April  26,  1996.  Potential 
applications  and  technology  demonstrations  include  A.D.A.M.  (Animated  Dissection  of  Anatomy  of 
Medicine),  General  Internet  and  World-Wide  Web  Access  Points  of  Interest,  Physician  Research 
Network  and  the  Oascis  Data  Repository. 


Also  new  in  1996  will  be  a Medical  Ethics  Open  Forum  on  Saturday  afternoon,  April  27,  at  which 
attendees  can  participate  in  informal  discussions  with  members  of  the  SCMA  Ethics  Committee. 


If  you  have  not  preregistered  for  the  meeting , don’t  delay.  Register  NOW! 
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The  Maternal,  Infant  and  Child  Health 
(MICH)  Committee  of  the  South  Carolina 
Medical  Association  (SCMA)  has  in  the  past 
deliberated  and  acted  on  behalf  of  the  SCMA 
Board  of  Trustees  on  the  issues  related  to 
mothers,  infants  and  children.  The  MICH 
Committee  has  given  input  to  the  South  Car- 
olina Department  of  Health  and  Environmental 
Control  (DHEC),  the  South  Carolina  Depart- 
ment of  Health  and  Human  Services  (DHHS) 
and  the  Governor’s  State  Council  on  Maternal, 
Infant,  and  Child  Health.  The  membership  of 
the  committee  is  comprised  of  three  represen- 
tatives, one  each  from  OB/GYN,  Pediatrics 
and  Family  Medicine,  from  each  of  the  nine 
medical  districts.  In  addition,  guests  or  repre- 
sentatives from  various  private  or  public  agen- 
cies are  invited  when  deemed  necessary.  The 
Presidents  of  the  OB/GYN,  pediatrics  and 
family  medicine  specialties  are  invited  to  serve 
as  ex-officio  members.  Such  wide  representa- 
tion ensures  that  all  aspects  of  maternal,  infant 

*Department  of  Pediatrics,  MUSC,  171  Ashley  Avenue, 
Charleston,  SC  29425. 

**4480  Leeds  Place  W..  N.  Charleston,  SC  29405. 


and  child  health  care  are  addressed.  Major 
changes  now  occurring  in  health  care,  can 
affect  the  well  being  of  mothers  and  children. 
For  example,  a significant  portion  of  health 
care  monies  for  this  population  are  derived 
from  Medicaid.  If  and  when  Medicaid  insti- 
tutes block  grants,  the  appropriation  of  funding 
for  this  population  will  depend  upon  what  our 
State  determines  as  valuable  services.  During 
this  policy  making  period,  issues  pertaining  to 
mothers  and  children  need  to  remain  in  the 
forefront  so  that  they  get  their  fair  share.  The 
MICH  Committee  hopes  to  provide  a platform 
for  the  members  of  the  SCMA  to  express  their 
concerns  and  opinions. 

The  MICH  committee  would  like  to  dedi- 
cate this  issue  of  The  Journal  to  the  mothers 
and  children  in  the  state  of  South  Carolina. 
The  articles  represent  some  of  the  current 
areas  of  interest.  The  readers  will  find  Sap- 
penfield  et  al’s  paper  pertaining  to  the  health 
status  of  women  and  children  in  South  Car- 
olina very  informative.  They  have  pointed  out 
that  although  the  state  has  made  progress  in 
areas  such  as  the  immunization  rate  of  two- 
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INTRODUCTION 


year-olds,  and  that  infant  mortality  rates  have 
improved,  we  still  have  a long  way  to  go  to 
reach  national  level  and  Healthy  People  2000 
objectives.  Their  data  can  help  the  MICH 
Committee  in  determining  the  maternal, 
infant  and  child  health  issues  that  need  to  be 
kept  in  the  forefront  during  policymaking  as 
well  as  those  needing  investigation.  An 
example  of  the  latter  relates  to  maternal 
deaths  in  South  Carolina.  The  MICH  Com- 
mittee routinely  monitors  the  maternal  deaths, 
the  rates  of  which  have  been  higher  in  South 
Carolina.  In  order  to  determine  the  recent 
prevalence  rate  as  well  as  to  determine  if 
there  is  a trend  that  may  be  amenable  to  pre- 
vention, Drs.  Menard  and  Principe  analyzed 
South  Carolina  data  which  are  presented  in 
this  issue  of  The  Journal. 

Until  recently,  when  mothers  were  infected 
with  HIV,  the  risk  of  transmission  to  their 
babies  was  up  to  35  percent,  with  no  specific 
treatment  available  to  curtail  the  occurrence  of 
the  disease  in  the  babies.  As  Dr.  Johnson  has 
elaborated  in  his  article,  the  treatment  of  HIV 
positive  women  during  pregnancy  and  labor 
and  then  treating  their  babies  during  the  first 
six  weeks  of  life  with  ZDV  (Zidovudine, 
AZT)  can  now  decrease  the  risk  of  transmis- 
sion of  this  deadly  disease  to  their  babies.  The 
preliminary  cost  analysis  indicates  that  this 
approach  is  also  cost  beneficial.  Hence,  from 
public  health  perspective  it  appears  that  HIV 
testing  should  be  part  of  the  routine  prenatal 
laboratory  testing. 


Alcohol  consumption  in  any  amount  dur- 
ing pregnancy  can  harm  the  fetus  and  have 
far  reaching  social  and  economic  conse- 
quences. In  this  issue  of  The  Journal,  Elhas- 
sani  et  al  have  presented  a description  of 
Fetal  Alcohol  Syndrome  (FAS)  and  Fetal 
Alcohol  Effect  (FAE)  and  pointed  out  that 
the  best  prevention  strategy  is  abstinence 
from  alcohol  during  pregnancy.  A multidis- 
ciplinary approach  with  a focus  on  public 
health  education  regarding  ill  effects  of  alco- 
hol consumption  before,  and  during  preg- 
nancy may  enable  us  to  reach  Healthy  Peo- 
ple 2000  objectives.  Child  abuse  or  neglect  is 
yet  another  modern  day  societal  problem 
related  to  fragmentation  of  families  and  lack 
of  family  support  for  the  parents.  In  his  arti- 
cle, Dr.  Rushton  reminds  us  that  we  need  to 
explore  other  methods  to  prevent  child  abuse 
than  just  focussing  on  treating  the  neglected 
or  abused  children.  He  has  outlined  a three 
pronged  approach  with  emphasis  on  family 
support  and  developing  an  enabling  environ- 
ment for  the  families  to  love  and  nurture  the 
children,  our  future  generation. 

The  MICH  Committee  will  continue  to 
remain  involved  in  areas  related  to  mothers, 
infants  and  children  in  our  state.  If  members 
want  to  give  input  or  voice  their  concerns, 
we  would  like  to  invite  them  to  call  the 
SCMA  MICH  Committee  staff  at  1-800-327- 
1021,  ext.  236,  or  contact  their  committee 
representative  listed  on  page  113  in  this 
issue.  □ 
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THE  HEALTH  OF  WOMEN  AND  CHILDREN  IN 
SOUTH  CAROLINA:  SUCCESS  OR  CRISIS?* 


WILLIAM  M.  SAPPENFIELD.  M.  D.,  M.  P.  H.** 
MARY  M.  ROGERS,  DR.  P H. 

PAMELA  F.  YOUNGHAUS,  M.  P.  H. 

BETSY  BARTON,  M.  S.  P H. 

MARIE  C.  MEGLEN,  M.  S„  C.  N.  M. 


Whether  through  the  newspaper,  radio,  or 
television,  the  media  frequently  reports  that 
South  Carolina  ranks  poorly  on  statistics  on 
the  health  of  women  and  children;  in  truth, 
some  of  the  state's  rankings  are  indeed  poor. 
South  Carolina’s  history  of  poverty,  poorly- 
funded  education,  racial  disparity,  and 
delayed  economic  development  has  contribut- 
ed in  many  ways  to  these  poor  rankings. 
These  factors  affect  our  citizen's  health,  edu- 
cation, growth  and  development,  quality  of 
life,  and  productivity. 

However,  in  recent  years  South  Carolina 
has  made  great  strides  in  improving  the 
health  of  its  women  and  children.  For  exam- 
ple, in  1993,  about  62  percent  of  two-year- 
olds  were  fully  immunized,  but  in  1995.  90 
percent  were  fully  immunized.  The  national 
objective  for  the  year  2000  is  90  percent. 
Another  example  is  that,  from  1984  to  1994, 
the  infant  mortality  rate  for  the  state  dropped 
from  36  percent  higher  to  19  percent  higher 
than  the  rate  for  the  nation. 

To  examine  whether  the  health  of  women 
and  children  in  South  Carolina  has  success- 
fully improved  or  whether  there  is  a crisis,  we 
collated  49  health  indicators  for  four  popula- 
tions in  South  Carolina:  (1)  women  of  repro- 

*From the  Division  of  Reproductive  Health,  Centers  for 
Disease  Control  and  Prevention;  Bureau  of  Maternal 
and  Child  Health,  and  Division  of  Bio-statistics,  SC 
Department  of  Health  and  Environmental  Control, 
Columbia,  SC. 

**Address  correspondence  to  Dr.  Sappenfield  at  the 
Bureau  of  Maternal  and  Child  Health,  Office  of 
Planning  and  Evaluation,  Box  101106,  Columbia,  SC 
29211. 


ductive  age  (15-44  years  old),  (2)  pregnant 
women  and  infants,  (3)  children  (0-14  years 
old)  and  (4)  adolescents  (15-19  years  old). 
We  included  data  from  27  sources.  We  also 
present  available  national  data  and  relevant 
Year  2000  Objectives  for  comparison. 

WOMEN  OF  REPRODUCTIVE  AGE 

Habits  and  behaviors  of  women  during  their 
reproductive  years  greatly  affect  the  future 
health  of  these  women  and  their  offspring. 
We  present  health  indicators  on  substance 
abuse,  unintended  pregnancy,  sexually  trans- 
mitted diseases,  and  violence  (Table  1). 

Substance  abuse  is  one  area  where  the  state 
has  been  successful  over  the  last  decade.  The 
current  use  of  smoking  and  alcohol  among 
reproductive  age  women  in  South  Carolina  is 
slightly  lower  than  that  for  the  nation1  ■ and 
has  been  slowly  improving.  Both  of  these 
behaviors  can  adversely  affect  the  woman's 
health,  and  if  occurring  during  pregnancy,  the 
baby’s  health.  Passive  smoke  also  has  delete- 
rious effects  on  a baby’s  health.  Smoking 
cigarettes  has  been  suggested  to  be  the  largest 
preventable  public  health  problem  facing  the 
nation. 

The  other  three  sets  of  indicators  for 
women  of  reproductive  age  present  chal- 
lenges. Unintended  pregnancies  are  those 
pregnancies  occurring  sooner  than  desired  or 
those  pregnancies  not  wanted  at  all.  These 
pregnancies  may  cut  a woman's  education 
short,  interrupt  her  career,  or  give  her  more 
children  than  she  planned.  The  mother  is  at 
risk  for  starting  prenatal  care  late  and  contin- 
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Table  1.  - Health  Indicators  for  Women  of  Reproductive  Age  (15-44  years  old)  in  South  Carolina  and  the  United  States,  1988-1994 


Health  Indicator 

South 

Carolina 

United 

States 

Comments  on  South  Carolina  Trends 

Substance  Abuse 

Percentage  who  currently  smoke,  women  18- 
44  years  of  age,  SC  1993',  US  19922 

25.3 

26.9 

- Year  2000  Objective  is  12% 

- Cigarette  use  is  higher  among  white  women  than 
black  women 

Percentage  who  use  alcohol,  women  18-44 
years  of  age,  1 993  '-3 

- At  least  1 drink  in  the  past  month 

- 5 or  more  drinks  on  any  occasion  during 
the  past  month 

43.3 

7.5 

44  7 
7.3 

- US  data  is  the  median  for  participating  states 

- Alcohol  use  is  higher  among  white  women  than 
black  women 

Unintended  Pregnancy 

Percentage  of  unintended  pregnancy  among 
women  giving  birth,  SC  1993,  US  I988J 

49.2 

43.0 

- Unintended  pregnancies  are  mistimed  or  unwanted 
pregnancies;  SC  is  higher  than  US  due  to  higher 
unwanted  pregnancies 

- 82%  of  babies  bom  to  teens  were  unintended 

- 74%  of  babies  bom  to  unmarried  women  were 
unintended 

Sexually  Transmitted  Diseases 

Gonorrhea  rates  (cases  per  100,000  women 
15-44  years  old),  1994s6* 

437.8 

304.4 

- Year  2000  Objective  is  290 

- State  and  national  rates  are  increasingly  under 
reported  due  to  less  screening 

- South  Carolina’s  rate  is  consistently  higher  than 
the  nation’s  but  improving 

- Black  women  are  the  highest  risk  group 

Primary  and  secondary  syphilis  rates  (cases 
per  100,000  women  15-44  years  old),  19945,6* 

406 

15  9 

- State  and  national  rates  are  increasingly  under 
reported 

- South  Carolina’s  rate  is  consistently  higher  than 
the  nation’s  but  improving 

- Black  women  are  the  highest  risk  group 

Acquired  immunodeficiency  syndrome  case 
rate  (cases  per  100,000  women  15-44  years 
old),  July  1,  1993-June  30,  19947 

17.3 

13  1 

- 20%  of  HIV  cases  are  women  15-44  years  of  age 
with  315  new  HIV  cases  in  1994 

Domestic  Violence 

Percentage  of  criminal  domestic  assaults  that 
are  spouse  abuse,  1993s 

59 

n.a. 

- In  1993,  24,665  cases  of  criminal  domestic 
assaults 

n a Not  available 

* Calculated  from  data  presented 


ning  to  drink  alcohol  or  to  smoke  cigarettes 
during  pregnancy.  Babies  resulting  from 
unintended  pregnancies  are  at  greater  risk  of 
low  birthweight,  poor  growth  and  develop- 
ment, or  neglect  and  abuse.  Almost  one-half 
of  babies  born  and  roughly  two-thirds  of  all 
pregnancies  in  South  Carolina  are  unintend- 
ed.4 Nearly  43  percent  of  unintended  babies 
are  to  women  not  using  contraception  during 


the  three  months  before  conception  and  64 
percent  of  these  women  did  not  use  contra- 
ception at  the  time  of  conception.4 

Current  trends  suggest  a decreasing  rate  of 
new  cases  of  syphilis  and  gonorrhea  in  South 
Carolina,  but  the  rate  of  new  cases  of 
acquired  immunodeficiency  syndrome 
(AIDS)  is  increasing  because  of  an  increase 
in  heterosexual  transmission.5-7  The  rates  for 
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all  three  diseases,  and  possibly  for  chlamydia, 
are  much  higher  in  South  Carolina  than 
across  the  nation.6  The  problem  is  likely 
worse  than  reported.  Almost  all  sexually 
transmitted  diseases  are  underreported  both 
statewide  and  nationwide  because  of  decreas- 
es in  routine  screening  and  incomplete  physi- 
cian reporting.  These  diseases  can  affect 
aspects  of  a woman's  health  other  than  repro- 
duction and  increase  the  risk  of  infertility  and 
ectopic  pregnancy.  Furthermore,  these  dis- 
eases can  affect  the  health  of  her  offspring 
because  of  an  increase  risk  of  perinatal  dis- 
ease transmission  and  prematurity. 

Domestic  violence  or  spouse  abuse  has 
received  much  national  attention  in  the  last 
few  years.  However,  there  are  few  comparable 
state  and  national  data  to  document  rates  and 
trends.  In  1993,  24,665  cases  of  criminal 
domestic  assaults  were  reported?  As  with  sex- 
ually transmitted  diseases,  this  health  indicator 
also  underreports  the  extent  of  the  problem. 

PREGNANT  WOMEN  AND  INFANTS 

For  infants  and  pregnant  women,  we  present 
indicators  related  to  infant  and  maternal  mor- 
tality, contributors  to  mortality,  and  substance 
abuse  during  pregnancy  (Table  2).  We  also 
present  data  for  the  total  population  and  by 
race  because  the  disparity  or  gap  in  indicators 
between  blacks  and  whites  contributes  to  the 
state’s  poor  ranking  in  health  status.  For 
national  data,  “black”  indicates  only  those 
people  identified  as  such.  For  South  Carolina 
data,  “black”  includes  black  and  races  other 
than  white;  98  percent  of  this  group  is  black. 

Many  improvements  can  be  seen  in  the 
health  indicators  for  pregnant  women  and 
infants.  As  stated  earlier.  South  Carolina  has 
improved  its  infant  mortality  rate  over  the  last 
decade4  and  has  narrowed  the  gap  between  the 
state  and  the  nation.10  The  improvement  in  the 
state’s  rate  has  occurred  in  both  the  neonatal 
(0-27  days  old)  and  postneonatal  periods  (28 
days-1  year  old).  For  all  races  combined,  the 
neonatal  mortality  rate  for  the  state  is  still 
higher  than  the  nation's  rate,  while  the  post- 
neonatal mortality  rate  is  now  comparable. 


The  higher  mortality  rates  among  black  com- 
pared to  white  babies,  in  general,  contributes 
to  the  state’s  higher  total  infant  and  neonatal 
mortality  rates.  South  Carolina  will  need  to 
reduce  this  disparity  to  reach  national  rates 
and  the  Year  2000  Objectives. 

Prenatal  care  initiation  has  improved. 
Although  the  percentage  of  women  starting 
prenatal  care  during  the  first  trimester 
decreased  during  most  of  the  1980s.  over  the 
last  six  years  the  percentage  has  increased  to 
above  the  1980  level.7  The  percentages  for  all 
races  and  blacks  in  the  state  are  slightly  lower 
than  national  percentages.9 12  In  the  state, 
unintended  pregnancy,  less  education  and  low 
socioeconomic  status  are  still  strong  risk  fac- 
tors for  starting  prenatal  care  late. 

Substance  abuse  during  pregnancy  has  also 
improved.  The  percentage  of  women  who 
smoked  cigarettes  during  pregnancy  in  South 
Carolina  is  slightly  lower  than  the  national 
percentage  and  has  been  decreasing.9 12  The 
percentage  of  new  mothers  who  drank  alco- 
hol in  the  state  appears  to  be  low  and  no  com- 
parable national  data  are  available.  Also,  little 
consistent  data  are  reported  about  state  and 
national  trends  for  other  substances  abused 
during  pregnancy.  In  1991,  a statewide  study 
identified  that  one  in  four  women  who  deliv- 
ered babies  in  South  Carolina  were  found  to 
have  used  nonprescribed  drugs,  illegal  drugs 
or  alcohol  near  the  time  of  delivery.16 

Many  challenges  still  exist  for  this  popula- 
tion. The  maternal  mortality  ratio,  the  death 
rate  of  women  related  to  pregnancy,  has 
changed  little  over  the  last  decade  in  South 
Carolina  and  nationally.910  In  fact,  the  ratio 
appears  to  be  increasing  in  South  Carolina 
especially  among  white  women.  Currently, 
the  state’s  ratio  is  1.4  times  the  nation's  ratio 
and  is  more  than  three  times  the  Year  2000 
Objective. 

Although  the  percentage  of  low-birthweight 
babies  (infants  weighing  less  than  2,500 
grams  or  5.5  pounds  at  birth)  by  race  are  sim- 
ilar for  South  Carolina  and  the  nation,  the 
state  has  a higher  percentage  for  all  races 
combined.912  In  fact,  the  percentage  of  low 
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Table  2.  - Health  Indicators  for  Pregnant  Women  and  Infants  in  South  Carolina  and  the  United  States,  1991-1995 


Health  Indicator 

South 

United 

Year 

Comments  on  South  Carolina  Trends 

Carolina 

States 

2000 

1994'' 

1992"’" 

Objective 

Infant  and  Maternal  Mortality 

Infant  mortality  rate,  birth- 1 year  old 

_ 

Since  1984,  SC’s  white  rates  and  black 

(deaths  per  1,000  live  births) 

rates  have  declined,  40.5%  and  31.7% 

- Total 

9.4 

8.5 

7.0 

respectively 

- White 

6.6 

6 9 

n.a. 

- 

Although  the  overall  rate  has  declined 

- Black* 

13  8 

16  8 

110 

_ 

faster  than  the  nation,  SC  has  one  of  the 
5 highest  rates 

SC’s  overall  1994  rate  is  a record  low 

Neonatal  mortality  rate,  birth-27  days  old 

- 

Since  1984,  SC’s  white  rates  and  black 

(deaths  per  1,000  live  births) 

rates  have  declined,  43.6%  and  23.4% 

- Total 

6.5 

5.4 

4.5 

respectively 

- White 

4 4 

4.3 

n.a 

- 

Birthweight  is  the  strongest  predicator  of 

- Black 

9.8 

108 

7.0 

- 

mortality 

Congenital  anomalies  and  prematurity 
are  the  largest  causes  of  death 

Postneonatal  mortality  rate,  28  days-1  year 

- 

Since  1984,  SC’s  white  rates  and  black 

old  (deaths  per  1,000  live  births) 

rates  have  declined,  33.3%  and  40.5% 

- Total 

2.9 

3.1 

2.5 

respectively 

- White 

2.2 

2.6 

n.a. 

- 

SC’s  black  rate  has  reached  the  Year 

- Black 

4.0 

6.0 

4.0 

- 

2000  Objective 

SIDS  and  congenital  anomalies  are  the 
largest  causes  of  death 

Maternal  mortality  ratio  (deaths  per 

- 

No  decline  in  SC’s  black  rates  and 

100,000  live  births),  SC  1992-1994 

consistent  with  the  US’s 

- Total 

111 

7.8 

3.3 

- 

SC’s  white  rates  have  steadily  increased 

- White 

7.1 

5.0 

n.a. 

and  are  higher  than  the  US’s 

- Black 

17.4 

20  8 

5.0 

Maternal  mortality  is  under  reported  for 
both  because  from  death  certificates  only 

Mortality  Contributors 

Percentage  of  women  starting  prenatal 

- 

Unintended  pregnancy,  less  education, 

care  in  the  first  trimester,  US  199312 

and  low  socio  economic  status  are  the 

- Total 

76.1 

78.9 

90.0 

strongest  risk  factors  for  starting  prenatal 

- White 

84.2 

81  8 

900 

care  late. 

- Black 

63.1 

660 

900 

The  percentage  dipped  in  1988  and  has 
improved 

Percentage  of  low-birthweight  births,  less 

- 

Despite  many  efforts,  has  increased  over 

than  2,500  grams,  US  199312 

the  past  10  years,  7 % for  whites  and  4 

- Total 

9.2 

7.2 

5.0 

% for  blacks 

- White 

6.7 

6.0 

n.a. 

- 

The  infant  mortality  rate  for  blacks  is  2 

- Black 

13.1 

13  3 

9.0 

- 

per  1000  live  births  higher  because  of 
the  increase  in  low  birth  weight 
Social  and  behavioral  factors  are  the 
greatest  contributors  to  low  birth  weight 

Percentage  of  very-low-birthweight  infants 

- 

Measures  referral  of  high  risk  mothers  to 

delivered  in  a Level  III  hospitals,  500- 

risk  appropriate  care 

1,499  grams 

- 

Peaked  in  1989,  the  percentage  has 

- Total 

77.5 

n.a. 

90.0 

slightly  declined 

- White 

76.5 

n.a. 

900 

- Black 

78.2 

n.a. 

900 

Percentage  of  HIV-positive  infants  (cases 

- 

Measures  prenatal  exposure  to  HIV 

per  1,000  babies  screened),  SC  1994” 

- 

Increased  from  1.8  in  1990  when 

- Total 

2.1 

n.a. 

1.5 

screening  started 

- White 

0.5 

n.a. 

1.5 

- Black 

4.8 

n.a. 

1.5 

n a Not  available 


Black  race  for  South  Carolina  includes  black  and  races  other  than  white  which  is  98%  black 


106 


The  Journal  of  the  South  Carolina  Medical  Association 


SUCCESS  OR  CRISIS? 


Table  2 (Continued).  - Health  Indicators  for  Pregnant  Women  and  Infants  in  South  Carolina  and  the  United  States,  1991-1995 


Health  Indicator 

South 

United 

Year 

Comments  on  South  Carolina  Trends 

Carolina 

States 

2000 

19945 

1992"’" 

Objective 

Substance  Abuse  During  Pregnancy 

Percentage  of  infants  bom  to  women  who 

- Cigarette  smoking  data  is  thought  to  be 

smoked  during  pregnancy,  US  1993 12 

less  reliable  in  recent  years 

- Total 

149 

15.8 

10 

- The  smoking  percentage  has  been 

- White 

19.2 

16.8 

n.a. 

decreasing  in  since  1989 

- Black 

8.1 

12.7 

n.a. 

- The  percentage  is  higher  among  white 

women 

Percentage  of  women  who  drank  alcohol 
during  their  last  trimester14 

4.0 

n.a 

n.a. 

Percentage  of  infants  bom  to  women  who 

25  8 

n.a. 

n.a. 

- Little  reliable  data  available  on  use 

used  alcohol,  illegal  drugs,  or 

during  pregnancy 

nonprescription  drugs  near  birth,  SC 

- SC  is  one  of  the  few  states  to  have  a 

1991 15 

population  based  drug  prevalence  study 
- The  percentage  are  higher  than  reported 

Percentage  of  infants  bom  to  women  who 

5.8 

n.a. 

n.a. 

levels  due  to  meconium  testing  as  well 

used  cocaine  near  birth,  SC  1991 15 

as  urine  testing 

- Risk  groups  vary  by  type  of  drug 

n.a.  Not  available 


Black  race  for  South  Carolina  includes  black  and  races  other  than  white  which  is  98%  black. 


birthweight  births  is  actually  increasing  for 
both  race  groups  in  the  state  and  nationally. 
The  causes  for  this  increase  are  not  known 
but  may  be  related  to  increases  in  prematurity 
and  changes  in  socioeconomic  conditions. 
These  smaller  babies  are  at  higher  risk  of 
death  and  disability.  The  1994  infant  mortali- 
ty rate  among  blacks  in  South  Carolina  would 
have  been  11.8  infant  deaths  per  1.000  live 
births  in  1994  instead  of  13.8  if  it  had  not 
been  for  the  increases  in  low  birthweight. 

In  South  Carolina,  the  percentage  of  very- 
low-birthweight  babies  (infants  weighing 
500-1.499  grams  at  birth)  delivered  in  Level 
III  hospitals  (hospitals  with  specialized 
obstetrical  services  and  neonatal  intensive 
care  units)  increased  during  the  late  1970s 
and  1980s.  Since  1989.  the  percentage  has 
leveled  off  near  80  percent,  far  short  of  the 
Year  2000  Objective  of  90  percent.9  The 
referral  of  pregnant  women  at  risk  of  deliver- 
ing very-low-birthweight  babies  contributes 
to  the  state’s  decline  in  infant  mortality.  The 
mortality  rates  in  South  Carolina  for  these 
infants  when  born  in  Level  I and  II  hospitals, 
including  Level  II  hospitals  with  neonatalo- 


gists,  is  50  percent  higher  than  rates  when 
born  in  Level  III  hospitals.  As  the  percentage 
of  pregnant  women  cared  for  by  managed 
care  plans  increases  in  this  state,  efforts  are 
needed  to  maintain  and  improve  South  Car- 
olina’s perinatal  referral  system. 

The  rate  of  babies  born  to  HIV-infected 
women  (infants  identified  as  HIV  positive  on 
newborn  screening)  is  increasing  in  South 
Carolina.13  This  rate  is  more  than  three  times 
higher  among  blacks  than  whites;  the  serious- 
ness of  this  situation  is  illustrated  by  the  high 
frequency — about  1 in  200 — of  black  preg- 
nant women  in  South  Carolina  being  infected 
with  HIV.  The  actual  perinatal  transmission 
of  the  infection  to  the  infant  can  now  be  pre- 
vented to  a large  extent  by  detection  of  the 
mother’s  HIV  status  during  pregnancy  and 
early  treatment. 

CHILDREN 

Lor  health  indicators  for  children,  we  use 
immunization  rate,  socioeconomic  status, 
educational  status,  and  rate  of  intentional  as 
well  as  unintentional  injuries  (Table  3).  Chil- 
dren generally  refers  to  children  0-14  years 
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Table  4 - Health  Indicators  for  Teenagers  in  South  Carolina  and  the  United  States,  1989-1994 


Health  Indicator 

South 

Carolina 

United 

States 

Comments  on  South  Carolina  Trends 

Motor  Vehicle  Safety 

Death  rate  from  motor  vehicle  accidents,  15-19 
years  old  (deaths  per  100,000  teenagers),  SC  1989- 
1993,”  US  1991” 

34.3 

31.2 

- Leading  cause  of  death  in  this  age  group 

- Decreased  18%  from  1986-90  to  1989-93 

- White  Males  are  the  highest  risk  group 

- Alcohol  is  a major  contributing  factor 

Percentage  who  rarely  or  never  used  safety  belts, 
high  school  students,  1993“ 

24.7 

19  1 

- Percentage  for  males  was  double  that  for 
females 

In  last  30  days,  percentage  who  rode  with  a driver 
who  drank  alcohol,  high  school  students,  1993“ 

38  0 

35.3 

- Percentage  was  slightly  higher  for  males  than 
females 

Substance  Abuse 

In  last  30  days,  percentage  who  smoked  one  or 
more  cigarettes  a day  for  30  days,  high  school 
students,  1993“ 

23  0 

24.7 

- Percentage  was  slightly  higher  for  males  than 
females 

- After  years  of  decreasing,  the  percentage  has 
recently  increased  especially  among  young 
women 

In  last  30  days,  drank  alcohol  on  one  or  more 
days,  high  school  students,  1993“ 

44.3 

48  0 

- Percentage  was  20%  higher  for  males  than 
females 

- After  years  of  decreasing,  the  percentage  has 
recently  increased 

In  last  30  days,  used  marijuana  one  or  more  times, 
high  school  students,  1993“ 

12  5 

17.7 

- Percentage  was  77%  higher  for  males  than 
females 

- After  years  of  decreasing,  the  percentage  has 
recently  increased 

In  last  30  days,  used  cocaine  one  or  more  times, 
high  school  students,  1993“ 

2.2 

1.9 

- Percentage  was  two  times  higher  for  males  than 
females 

- The  percentage  has  been  slowly  decreasing 

Assaultive  Behaviors 

Death  rate  from  homicides,  15-19  years  old 
(deaths  per  100,000  teenagers),  SC  1989-1993“, 
US  1991” 

13  8 

196 

- Increased  29%  from  1986-90  to  1989-93 

- Black  males  are  the  highest  risk  group 

- Firearms  accounted  for  68%  of  the  deaths 

In  last  30  days,  percentage  who  carried  a weapon, 
high  school  students,  1993“ 

27.7 

22.1 

- Percentage  was  4 times  higher  for  males  than 
females 

In  last  12  months,  percentage  who  were  in  a 
physical  fight,  high  school  students,  1993“ 

369 

418 

- Percentage  was  54%  higher  for  males  than 
females 

In  last  12  months,  percentage  who  were  threatened 
or  injured  with  a weapon  on  school  property,  high 
school  students,  1993“ 

9 8 

7.3 

Percentage  was  almost  3 times  higher  for  males 
than  females 

Suicidal  Behaviors 

Death  rate  from  suicides,  15-19  years  old  (deaths 
per  100,000  teenagers),  SC  1989-1993”,  US 
1991” 

10.3 

110 

- Increased  10%  from  1986-90  to  1989-93 

- White  males  are  the  highest  risk  group 

- Firearms  account  for  74%  of  the  deaths 

In  last  12  months,  percentage  who  thought 
seriously  about  attempting  suicide,  high  school 
students,  1993“ 

22.2 

24.1 

- Percentage  was  65%  higher  for  females  than 
males 

In  last  12  months,  percentage  who  attempted 
suicide,  high  school  students,  1993“ 

10.5 

8.6 

Percentage  was  42%  higher  for  females  than 
males 

old,  but  sometimes  refers  to  those  up  to  18 
years  old. 

Much  progress  can  also  been  seen  with 
South  Carolina’s  child  health  indicators.  As 
stated  earlier,  South  Carolina  leads  the  nation 


in  reaching  the  Year  2000  Objective  for 
immunizations.  The  percentage  of  two-year- 
olds  who  are  fully  immunized  has  reached  90 
percent.16 

Improvements  are  also  being  seen  with 
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unintentional  injuries.  The  unintentional 
injury  death  rate  due  to  drowning  in  South 
Carolina  is  lower  than  the  rate  for  the  nation 
and  almost  reaches  the  Year  2000  Objective. 
The  unintentional  injury  death  rates  due  to 
motor  vehicle  accidents  and  residential  fires 
are  clearly  higher  in  South  Carolina  than  the 
nation’s  rates  and  the  Year  2000  Objec- 
tives.‘,IS  However,  the  state’s  rates  for  both  are 
also  decreasing.  Many  state  automobile  and 
fire  safety  efforts  have  contributed  to  these 
declines  including  reduced  highway  speeds, 
car  safety  seats  laws  and  campaigns,  seat  belt 
laws  and  campaigns,  reduced  alcohol  related 
accidents,  fire  prevention  campaigns,  and 
increased  smoke  detector  use. 

The  percentage  of  children  who  are  without 
health  insurance  is  slightly  higher  in  South 
Carolina  than  across  the  nation.19  However, 
this  percentage  in  South  Carolina  has 
improved  in  the  last  decade  because  of  more 
children  having  qualified  for  Medicaid  cover- 
age. Medicaid  eligibility  levels  for  pregnant 
women  and  children  were  expanded  during 
the  late  1980s.  This  coverage  has  helped  to 
improve  access  to  health  care  in  the  state,  but 
a large  need  continues  for  consistent  primary 
care  providers.  The  success  of  this  increased 
coverage  may  be  threatened  as  Congress,  the 
President,  and  state  government  debates  the 
future  of  Medicaid. 

Challenges  remain  in  improving  child 
health  indicators  as  the  make  up,  size,  and 
economic  capability  of  South  Carolina's  fam- 
ilies change.  One  in  four  children  in  South 
Carolina  is  being  raised  in  poverty.19  One  in 
five  children  in  the  state  is  being  raised  in  a 
household  without  an  adult  male.19  Both  of 
these  figures  are  higher  than  that  for  nation 
and  appear  to  be  increasing.  Poverty  and  a 
lack  of  an  adult  male  role  model  at  home  may 
affect  the  readiness  of  children  to  attend 
school:  in  South  Carolina,  28.5  percent  of 
children  are  not  ready  for  first  grade  upon 
entering  the  first  grade.20 

In  South  Carolina,  the  homicide  rate  for 
children  0-4  years  old  is  more  than  twice  the 
rate  for  the  nation.918  This  rate  has  increased 


42  percent  from  1986  to  1994.  Although  the 
homicide  rate  in  this  state  is  twice  the 
nation’s,  the  percentage  of  children  0-14 
years  old  reported  to  be  abused  or  neglected 
is  three  times  lower  that  than  across  the 
nation.2122  This  contrast  may  reflect  differ- 
ences between  states  in  definitions,  reporting, 
and  investigations. 

TEENAGERS 

For  teenagers,  we  examine  health  indicators 
related  to  motor  vehicle  safety,  substance 
abuse,  assaultive  behaviors,  suicidal  behav- 
iors, and  sexual  behaviors  (Table  4).  We  cate- 
gorized teenagers  as  either  15-19  year  olds  or 
high  school  students.  The  teenage  years  are  a 
pivotal  time  when  youth  establish  habits  and 
behaviors  that  may  affect  them  throughout 
their  lifetime.  They  soon  become  the  parents 
of  our  next  generation.  In  South  Carolina, 
there  are  many  challenges  related  to 
teenagers. 

Deaths  due  to  motor  vehicle  accidents  is  the 
leading  killer  of  children  both  nationally  and 
statewide  in  every  age  group  after  the  age  of 
one  including  teenagers.  The  death  rate  for 
teenagers  in  this  state  has  been  decreasing,  but 
continues  to  be  10  percent  higher  than  the 
national  rate.23,24  Risky  behaviors  contribute  to 
this  higher  mortality.  High  school  students  in 
South  Carolina  are  more  likely  to  rarely  or 
never  use  safety  belts  or  to  ride  in  the  last  30 
days  with  a driver  who  drank  alcohol  than  their 
national  counterparts  based  on  the  Centers  for 
Disease  Control  Youth  Behavior  Risk  Survey.25 

The  percentages  of  teenagers  who,  in  the  30 
days  prior  to  the  survey,  smoked  at  least  one 
cigarette  a day,  drank  alcohol,  or  used  mari- 
juana are  lower  for  South  Carolina  than  for 
the  nation.25  The  percentages  for  all  three  had 
been  decreasing  both  in  the  state  and  across 
the  nation,  but  in  recent  years  these  trends 
may  be  reversing.  In  contrast,  the  percentage 
of  teenagers  who  used  cocaine  in  the  previous 
30  days  is  higher  in  South  Carolina  than 
across  the  nation;  however,  this  percentage 
continues  to  decline.25  Males  were  more  like- 
ly to  be  abusing  all  four  substances  than 
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Table  4.  - Health  Indicators  for  Teenagers  in  South  Carolina  and  the  United  States,  1989-1994 


Health  Indicator 

South 

Carolina 

United 

States 

Comments  on  South  Carolina  Trends 

Motor  Vehicle  Safety 

Death  rate  from  motor  vehicle  accidents,  15-19 
years  old  (deaths  per  100,000  teenagers),  SC  1989- 
1993“  US  1991 24 

34.3 

31.2 

- Leading  cause  of  death  in  this  age  group 

- Decreased  18%  from  1986-90  to  1989-93 
White  Males  are  the  highest  risk  group 

- Alcohol  is  a major  contributing  factor 

Percentage  who  rarely  or  never  used  safety  belts, 
high  school  students,  199325 

24.7 

19  1 

- Percentage  for  males  was  double  that  for 
females 

In  last  30  days,  percentage  who  rode  with  a driver 
who  drank  alcohol,  high  school  students,  1993“ 

38  0 

35.3 

- Percentage  was  slightly  higher  for  males  than 
females 

Substance  Abuse 

In  last  30  days,  percentage  who  smoked  one  or 
more  cigarettes  a day  for  30  days,  high  school 
students,  1993“ 

23.0 

24.7 

- Percentage  was  slightly  higher  for  males  than 
females 

- After  years  of  decreasing,  the  percentage  has 
recently  increased  especially  among  young 
women 

In  last  30  days,  drank  alcohol  on  one  or  more 
days,  high  school  students,  1993“ 

44  3 

48  0 

- Percentage  was  20%  higher  for  males  than 
females 

After  years  of  decreasing,  the  percentage  has 
recently  increased 

In  last  30  days,  used  marijuana  one  or  more  times, 
high  school  students,  1993“ 

12.5 

17.7 

- Percentage  was  77%  higher  for  males  than 
females 

- After  years  of  decreasing,  the  percentage  has 
recently  increased 

In  last  30  days,  used  cocaine  one  or  more  times, 
high  school  students,  1993“ 

2.2 

1.9 

Percentage  was  two  times  higher  for  males  than 
females 

The  percentage  has  been  slowly  decreasing 

Assaultive  Behaviors 

Death  rate  from  homicides,  15-19  years  old 
(deaths  per  100,000  teenagers),  SC  1989-1993“, 
US  1 99 1 24 

13  8 

19.6 

Increased  29%  from  1986-90  to  1989-93 

- Black  males  are  the  highest  risk  group 

- Firearms  accounted  for  68%  of  the  deaths 

In  last  30  days,  percentage  who  carried  a weapon, 
high  school  students,  1993“ 

27.7 

22.1 

- Percentage  was  4 times  higher  for  males  than 
females 

In  last  12  months,  percentage  who  were  in  a 
physical  fight  high  school  students,  1993“ 

36.9 

41.8 

- Percentage  was  54%  higher  for  males  than 
females 

In  last  12  months,  percentage  who  were  threatened 
or  injured  with  a weapon  on  school  property,  high 
school  students,  1993“ 

9.8 

7.3 

Percentage  was  almost  3 times  higher  for  males 
than  females 

Suicidal  Behaviors 

Death  rate  from  suicides,  15-19  years  old  (deaths 
per  100,000  teenagers),  SC  1989-1993“,  US 
1 99 1 24 

10.3 

11.0 

Increased  10%  from  1986-90  to  1989-93 
White  males  are  the  highest  risk  group 
Firearms  account  for  74%  of  the  deaths 

In  last  12  months,  percentage  who  thought 
seriously  about  attempting  suicide,  high  school 
students,  1993“ 

22.2 

24.1 

Percentage  was  65%  higher  for  females  than 
males 

In  last  12  months,  percentage  who  attempted 
suicide,  high  school  students,  1993“ 

10.5 

8.6 

- Percentage  was  42%  higher  for  females  than 
males 
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Table  4 (Continued)  - Health  Indicators  for  Teenagers  in  South  Carolina  and  the  United  States,  1989-1994 


Health  Indicator 

South 

Carolina 

United 

States 

Comments  on  South  Carolina  Trends 

Sexual  Behaviors 

Teenage  pregnancy  rate,  15-17  years  old  (teen 
pregnancies  per  1,000  teenage  women),  SC  199426, 
US  1 99 1 27 

59.2 

63.1 

- Rate  peeked  in  1988  and  has  declined  over 
16%. 

Rate  was  over  two  times  higher  for  black 
females  than  white  females 

Percentage  who  had  ever  had  sexual  intercourse, 
high  school  students,  1993“ 

65.5 

53.0 

- Percentage  was  23%  higher  for  males  than 
females 

Percentage  who  have  had  four  or  more  sex  partner 
during  their  lifetime,  high  school  students,  1993“ 

28.3 

18  8 

- Percentage  was  almost  two  times  higher  for 
males  than  females 

Percentage  who  used  a condom  during  their  last 
sexual  intercourse,  high  school  students,  1993“ 

54.6 

52.8 

- Percentage  was  20%  higher  for  males  than 
females 

Percentage  has  recently  increased 

Percentage  who  used  birth  control  pills  during 
their  last  sexual  intercourse,  high  school  students, 
1993“ 

16.9 

18  4 

- Percentage  was  30%  higher  for  females  than 
males 

females. 

Although  the  homicide  rate  for  teenagers  in 
South  Carolina  is  lower  than  the  rate  for  the 
nation  at  this  time,  the  homicide  rate  is 
increasing  and  the  risky  behaviors  associated 
with  homicide  are  high.23  25  From  1986-90  to 
1989-93,  the  homicide  rate  increased  29  per- 
cent. In  1993,  a lower  percentage  of  high 
school  students  in  South  Carolina  were 
involved  in  a physical  fight  in  the  12  months 
prior  to  the  survey  than  for  the  nation.25  In 
contrast,  the  state’s  high  school  students  were 
more  likely  to  have  carried  a weapon  in  the 
30  days  prior  to  the  survey  and  to  have  been 
threatened  or  injured  with  a weapon  on 
school  property  in  the  12  months  prior  to  the 
survey  than  their  national  counterparts.25  In 
fact  in  1993,  one  in  10  high  school  students  in 
South  Carolina  were  threatened  or  injured 
with  a weapon  on  school  property.  Males 
were  far  more  likely  to  be  involved  in  such 
behaviors  than  females. 

As  with  homicides,  the  suicide  rate  for 
teenagers  in  South  Carolina  is  lower  than  the 
rate  across  the  nation  at  this  time,  but  the  sui- 
cide rate  is  also  increasing  and  the  risky 
behaviors  are  high.23'25  From  1986-90  to  1989- 
90,  the  suicide  rate  increased  10  percent. 


Although  the  percentage  of  high  school  stu- 
dents who  thought  seriously  about  attempting 
suicide  in  the  12  months  prior  to  the  survey  in 
South  Carolina  is  slightly  lower  that  for  the 
nation,  the  percentage  in  the  state  who 
attempted  suicide  in  the  12  month  prior  to  the 
survey  is  slightly  higher.25  In  fact,  one  in  10 
high  school  students  reported  to  have 
attempted  suicide  in  the  last  12  months  in 
South  Carolina.  In  both  places,  females  were 
more  likely  to  attempt  suicide  but  males  were 
more  likely  to  be  successful. 

The  teenage  pregnancy  rate  in  South  Car- 
olina (15-17  year  olds)  in  1994  is  lower  than 
the  rate  for  the  nation  in  1991. 2627  The  teenage 
pregnancy  rate  increased  in  South  Carolina 
beginning  in  the  early  1980s  and  peaked  in 
1988.  Since  then,  the  rate  has  decreased  16 
percent.  The  lower  rate  in  South  Carolina 
compared  to  the  nation  may  be  because  of  the 
differences  in  years  reported,  1994  versus 
1991.  Although  the  pregnancy  rate  may  be 
lower  in  the  state,  the  prevalence  of  sexual 
activity  appears  to  be  considerably  higher. 
The  percentage  of  high  school  students  who 
have  ever  had  sexual  intercourse  in  the  state 
is  much  higher  than  for  the  nation,  65  percent 
and  53  percent  respectively.  Moreover,  the 
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percentage  of  high  school  students  who  have 
had  four  or  more  sex  partners  during  their 
lifetime  is  also  higher  in  South  Carolina,  28 
percent  versus  19  percent  respectively.  The 
percentage  who  reported  having  used  con- 
doms and  birth  control  pills  with  their  last 
intercourse  for  both  are  roughly  equivalent. 
However,  the  risk  of  HIV  transmission  and 
transmission  of  other  sexually  transmitted 
diseases  is  quite  high  with  only  slightly  more 
than  one-half  of  high  school  students  having 
used  a condom  with  their  last  intercourse. 

DISCUSSION 

South  Carolina  has  been  successful  in 
improving  health  indicators  for  each  of  the 
four  populations  we  studied.  For  example, 
fewer  women  of  reproductive  age  smoke 
cigarettes  or  drink,  infant  mortality  rates  have 
decreased,  more  women  are  starting  prenatal 
care  early,  the  Year  2000  Objective  for  immu- 
nizations has  been  reached,  more  children  are 
covered  by  health  insurance,  and  fewer 
teenagers  are  dying  from  car  accidents. 

These  successes  came  about  because  of 
concerted  local,  statewide  and  national 
efforts.  Reaching  the  Year  2000  Objective  for 
immunizations  of  90  percent  is  an  example. 
This  objective  was  reached  because  of  strong 
public  and  private  efforts  to  track  and  immu- 
nize children,  partnerships  between  organiza- 
tions, and  leadership  from  the  Office  of  the 
Governor.  The  efforts  included  community 
awareness  campaigns,  immunization  fairs, 
keepsake  books,  new  day  care  legislation,  and 
free  vaccines. 

South  Carolina’s  infant  mortality  rate  also 
decreased  and  access  to  prenatal  care  services 
also  improved  because  of  concerted  efforts. 
Community  task  forces  were  set  up,  and  com- 
munity fetal  and  infant  mortality  reviews 
were  established.  Together,  private  and  public 
sectors  provide  technologically  advanced  care 
for  pregnant  women  and  infants,  regionalized 
and  improved  perinatal  services,  implement- 
ed the  Medicaid  High  Risk  Channeling  Pro- 
ject, and  expanded  Medicaid  eligibility.  They 
improved  access  to  prenatal  care  through  var- 


ious locally  defined  initiatives  and  undertook 
prenatal  care  awareness  campaigns. 

Successes  have  occurred,  but  the  health  of 
women  and  children  in  South  Carolina  con- 
tinues to  provide  important  challenges  that 
need  to  be  addressed.  Although  it  is  a 
resource-poor  state.  South  Carolina  has  been 
successful  in  meeting  challenges,  especially 
when  the  public  and  private  sectors  partner 
and  local,  state,  and  national  efforts  are  con- 
certed around  effective  strategies  to  bring 
about  change.  □ 
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MATERNAL  MORTALITY  IN  SOUTH  CAROLINA 
AN  UPDATE  1985-1994 


M.  KATHRYN  MENARD,  M.  D„  M.  P.  H.* 
RALPH  PRINCIPE,  M.  D. 


Maternal  death  is  a tragic,  hut  fortunately  rare 
event  in  South  Carolina.  Despite  its  infre- 
quent occurrence,  this  remains  an  important 
public  health  problem  in  the  state.  While 
there  was  a rapid  decline  in  the  maternal  mor- 
tality ratio  in  South  Carolina  between  1970 
and  1985,  it  remained  77  percent  higher  than 
the  United  States  as  a whole.1  There  has  been 
virtually  no  change  in  the  South  Carolina 
maternal  mortality  ratio  in  the  past  10  years 
(1985-1994  ratio  = 12.3  per  100,000  live 
births).  This  is  61  percent  higher  than  that  of 
the  United  States  (10-year  ratio  = 7.7  per 
100,000  live  births).  In  South  Carolina  and 
the  United  States  as  a whole,  maternal  death 
is  two  to  three  times  more  likely  among  black 
women  than  among  white  women.  The  cause 
of  this  disparity  has  not  been  well  elucidated.1 

The  year  2000  national  health  objectives 
include  reducing  the  overall  maternal  mortali- 
ty ratio  to  no  more  than  3.3  deaths  per 
100,000  live  births  and  to  no  more  than  5.0 
for  blacks  (Objective  14. 3). 2 A detailed  analy- 
sis of  maternal  mortality  in  South  Carolina 
between  1970  and  1984  was  reported  by 
Harold  Gabel,  M.  D.,  M.  P.  H.'  The  puipose 
of  the  present  report  is  to  describe  the  most 
recent  trends  in  the  state  in  order  to  identify 
issues  that  are  in  need  of  further  investigation 
or  that  may  be  amenable  to  intervention. 

MATERIALS  AND  METHODS 

All  maternal  deaths  of  South  Carolina  resi- 
dents reported  to  the  South  Carolina  Depart- 
ment of  Health  and  Environmental  Control 
between  January  1,  1985,  and  December  31, 
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1994,  were  reviewed.  Maternal  death  was 
defined  as  “death  of  a woman  whose  cause  of 
death  is  assigned  to  complications  of  Preg- 
nancy, Childbirth,  and  Puerperium  (Ninth 
Revision  ICD  630-676)”. 1 Deaths  for  which  a 
maternal  condition  was  designated  as  the 
underlying  cause  of  death  or  as  a contributing 
cause  as  recorded  on  the  death  certificate  by 
the  attending  physician,  medical  examiner  or 
coroner  were  included  in  this  report.  Resi- 
dence was  assigned  as  the  county  in  South 
Carolina  in  which  the  person  normally  resid- 
ed, regardless  of  where  the  death  occurred. 
Each  death  certificate  was  reviewed  and  clas- 
sified by  cause  of  death,  maternal  age,  race, 
marital  status,  county  of  residence,  and  size 
of  hospital  in  which  the  death  occurred. 
Deaths  from  1985  through  1994  were  com- 
pared to  previously  published  data  from  1970 
through  1984.' 

The  cause  of  death  on  each  death  certificate 
was  reviewed  by  an  obstetrician  (RP)  and  cat- 
egorized following  terminology  adopted  by 
Gabel1  as:  embolism,  hypertension,  obstetric 
hemorrhage,  obstetric  infection,  cerebrovas- 
cular accident,  anesthetic  complication,  car- 
diomyopathy, abortion-related  condition, 
ectopic  pregnancy,  and  other. 

Again,  adopting  definitions  used  by  Gabel,2 
age  groups  were  divided  into  five-year  incre- 
ments between  10  and  45.  Race  was  classi- 
fied as  white  or  black  and  other.  Size  of  hos- 
pital of  occurrence  was  classified  according 
to  number  of  births  per  year,  fewer  or  greater 
than  1,000. 

Maternal  mortality  was  expressed  as  a ratio 
of  the  number  of  deaths  per  100,000  live 
births.  National  data  was  obtained  from  U.  S. 
National  Center  for  Health  Statistics.4 
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RESULTS 

In  South  Carolina,  there  were  67  maternal 
deaths  reported  to  the  Office  of  Vital  Records 
and  Public  Health  Statistics  between  1985 
and  1994.  This  resulted  in  a maternal  mortali- 
ty ratio  of  12.3  deaths  per  100,000  live  births. 
The  number  of  deaths  in  South  Carolina  by 
year  and  the  yearly  maternal  mortality  ratios 
compared  to  national  maternal  mortality 
ratios  are  shown  in  Table  1.  Maternal  condi- 
tion was  designated  as  the  underlying  cause 
in  63  of  these  deaths  and  contributing  cause 
in  four  deaths.  The  death  certificates  of  these 
four  women  indicated  that  the  causes  of  death 
were  pulmonary  embolus,  sepsis,  cardiac 
arrhythmia  and  pulmonary  hypertension  with 
pregnancy  as  a contributing  cause.  Clearly 
these  deaths  should  be  included  in  a report  on 
maternal  mortality. 

Given  the  small  number  of  deaths  in  any 
given  year  in  South  Carolina,  there  is  a wide 
range  in  maternal  mortality  ratios  from  year 
to  year  (5.8-21.4  per  100,000  live  births). 
The  10-year  mortality  ratio  of  12.3  maternal 
deaths  per  100,000  live  births  between  1985 
and  1994  is  similar  to  the  five-year  rate  for 


1980-1984  reported  by  Gabel  of  10.9.  Ligure 
1 illustrates  the  South  Carolina  mortality 
ratios  between  1970  and  1994  compared  to 
national  statistics. 

The  death  events  categorized  by  cause  of 
death  are  shown  in  Table  2.  The  leading  cause 
of  death  was  hypertension/toxemia.  The  sec- 
ond and  third  most  commonly  reported  caus- 
es were  cardiomyopathy  and  obstetric  infec- 
tion. There  were  no  deaths  reported  related  to 
abortion  between  1985  and  1994.  Those 
deaths  categorized  as  “other”  included  one 
death  due  to  acute  fatty  liver  of  pregnancy, 
two  due  to  gestational  trophoblastic  disease, 
and  a fourth  attributed  to  a cardiac  arrhythmia 
in  a women  with  twins  on  betamimetics  for 
treatment  of  preterm  labor. 

In  comparing  these  causes  of  death  to  those 
reported  between  1970  and  1984  by  Gabel, 
one  finds  that  hypertension,  embolism  and 
hemorrhage  remain  the  more  common  causes 
of  maternal  death.  In  the  recent  10  years,  a 
greater  proportion  of  deaths  has  been  ascribed 
to  cardiomyopathy.  It  is  notable  that  only  one 
of  the  10  reported  cases  of  death  due  to  car- 
diomyopathy between  1985  and  1994  was 


TABLE  1 

Maternal  Deaths  per  100,000  Live  Births  for  South  Carolina 
and  the  United  States 


YEAR 

South  Carolina 

United  States 

Number 

Ratio+ 

Ratio 

1985 

3 

5.8 

7.8 

1986 

10 

19.3 

7.2 

1987 

8 

15.2 

6.6 

1988 

4 

7.3 

8.4 

1989 

6 

10.5 

7.9 

1990 

6 

10.3 

8.2 

1991 

7 

12.2 

7.9 

1992 

12+ 

21.4+ 

7.8 

1993 

6++ 

1 1.2++ 

* 

1994 

5 

9.6 

* 

Total  (85-94) 

67 

12.3 

7.7 

* Not  available 

+ Includes  three  deaths  in  which  maternal  condition  was  contributing  cause 
++  Includes  one  death  in  which  maternal  condition  was  contributing  cause 
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MATERNAL  MORTALITY  RATIOS,  1970-1994 
SOUTH  CAROLINA  AND  THE  UNITED  STATES 


Figure  1.  This  graph  illustrates  the  South  Carolina  mortality  ratios  between  1970  and  1994  compared  to 
national  statistics. 


reported  to  have  had  an  autopsy.  Overall.  47 
percent  of  maternal  deaths  were  reported  to 
have  had  autopsies  during  this  period.  Deaths 
reported  due  to  abortion-related  conditions 
have  drastically  declined.  Gabel  reported  10 
between  1970  and  1974.  There  has  been  only 
one  death  reported  in  this  category  between 
1975  and  1994.  The  five-year  cause  specific 
mortality  ratios  for  1970-1984  are  compared 
to  recent  data  in  Table  3. 

The  geographic  distribution  of  the  maternal 
deaths  are  shown  in  Ligure  2 by  county  of 
residence.  The  maternal  mortality  ratio  by 
county  ranged  from  0 to  65  per  100.000  live 
births.  Williamsburg,  Allendale  and  Saluda 
reported  the  highest  mortality  ratios.  Howev- 
er, the  small  number  of  events  in  individual 
counties  precludes  meaningful  statistical 
comparison.  When  the  16  counties  with  fewer 
than  5,000  live  births  in  the  10-year  period 


are  grouped,  the  combined  maternal  mortality 
ratio  is  12.4  per  100.000  live  births.  This  is 
similar  to  the  state  as  a whole.  The  14  coun- 
ties with  between  5,000  and  9,999  live  births 
per  county  in  the  10-year  period  had  the  high- 
est combined  maternal  mortality  ratio  of  23.0. 
The  nine  counties  with  10,000  to  19,999  live 
births  had  the  lowest  combined  maternal 
morality  ratio  of  8.4.  The  seven  most  highly 
populated  counties  had  a combined  maternal 
mortality  ratio  of  9.6  per  100,000  live  births. 

Table  4 shows  the  number  of  deaths  and 
maternal  mortality  ratio  by  age.  A markedly 
increased  risk  of  death  was  noted  among 
women  over  40  years  of  age.  The  six  deaths 
that  occurred  to  women  between  age  40  and 
45  were  due  to  obstetric  hemorrhage,  ectopic 
pregnancy,  cardiomyopathy,  preeclampsia, 
and  two  with  complications  of  anesthesia.  It 
is  notable  that  the  number  of  live  births  born 
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TABLE  2 

South  Carolina  Maternal  Deaths  by  Cause  and  Race,  1985-1994 


Cause 

Number 

White 

Black 

Percent  Total 

Ratio* 

Hypertension/preeclampsia 

16 

5 

1 1 

23.9 

2.93 

Obstetric  infection 

10 

5 

5 

14.9 

1.83 

Cardiomyopathy 

10 

1 

9 

14.9 

1.83 

Embolism 

8 

5 

3 

1 1.9 

1.46 

Pulmonary 

(5) 

(2) 

(3) 

(7.5) 

(0.92) 

Amniotic  fluid 

(3) 

(3) 

(0) 

(4.5) 

(.055) 

Obstetric  hemorrhage 

8 

2 

6 

11.9 

1.46 

Ectopic  pregnancy 

7 

2 

5 

10.4 

1.28 

Anesthesia  complications 

3 

1 

2 

4.5 

0.55 

Cerebrovascular  accident 

1 

1 

0 

1.5 

0.18 

Abortion-related  condition 

0 

0 

0 

0 

0 

Other 

4 

2 

2 

6.0 

0.73 

TOTAL 

67 

24 

43 

100 

12.26 

*Per  100,000  live  births 


SOUTH  CAROLINA  MATERNAL  DEATHS 
BY  COUNTY  OF  RESIDENCE,  1985-1994 
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Figure  2.  This  map  of  South  Carolina  illustrates  the  maternal  deaths  between  1985  and  1994  according  to  the 
county  of  residence.  Only  deaths  due  to  maternal  conditions  designated  as  the  underlying  cause  on  the  death 
certificate  are  included.  Individual  counties  are  shaded  according  to  the  number  of  live  births  reported  in  that 
county  in  the  10-year  period. 
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TABLE  3 

South  Carolina  Maternal  Deaths  Per  100,000  Live  Births 
By  Cause:  1970-1974,  1975-1979, 1980-1984,  1985-1994 


Cause 

1970-1974 

1975-1979 

1980-1984 

1984-1994 

Hypertension 

5.15 

2.46 

0.78 

2.93 

Obstetric  infection 

5.54 

1.64 

1 .56 

1.83 

Cardiomyopathy 

1.58 

0.41 

0.39 

1.83 

Embolism 

5.15 

4.50 

2.73 

1.46 

Obstetric  hemorrhage 

9.50 

4.91 

1 .56 

1.46 

Ectopic  pregnancy 

1.58 

2.05 

1.95 

1.28 

Anesthesia  complications 

0.40 

0.41 

0.39 

0.55 

Cerebrovascular  accident 

1.58 

0 

0.78 

0.18 

Abortion-related  conditions 

3.96 

0.41 

0 

0 

Other 

3.56 

0.41 

0.78 

0.73 

TOTAL 

38.01 

17.19 

10.92 

12.26 

to  women  between  40  and  45  years  of  age  has 
doubled  in  the  past  10  years  (271  in  1985  and 
540  in  1994). 

Race  specific  mortality  ratios  were  calculat- 
ed. There  were  24  deaths  among  white 
women  (mortality  ratio  7.2)  and  43  among 
black  and  other  women  (maternal  mortality 
ratio  = 19.3).  Lorty  of  the  women  in  the  latter 
category  were  black,  two  Hispanic  and  one 
American  Indian.  This  disparity  in  mortality 
between  blacks  and  whites  parallels  national 
data  from  1985-1992.  The  national  maternal 
mortality  ratio  among  whites  was  5.5  and 
16.7  among  blacks.4  The  actual  number  of 
deaths  by  cause  and  race  are  indicated  in 
Table  2.  Of  note  is  that  of  the  10  deaths 


reported  due  to  cardiomyopathy,  nine  were 
reported  in  black  women  and  only  one  in  a 
white  woman.  All  the  reported  deaths  sec- 
ondary to  amniotic  fluid  embolus  underwent 
autopsy  and  occurred  in  white  women.  Distri- 
butions for  other  causes  were  not  unlike  the 
population  as  a whole. 

DISCUSSION 

There  was  a marked  decline  in  South  Caroli- 
na’s maternal  mortality  in  the  1970s  but  there 
has  been  virtually  no  improvement  in  the  past 
15  years.  The  presently  reported  mortality 
ratios  from  1985-1994  are  similar  to  those 
reported  by  Gabel  from  1980-1984.'  The  rates 
remain  well  above  those  of  the  nation.  In  the 


TABLE  4 

SC  Maternal  Mortality  Per  100,000  Live  Births 
by  Maternal  Age,  1985-1994 


Age 

Deaths 

Live  Births 

Ratio 

10-14 

0 

2603 

0 

15-19 

4 

88,961 

4.5 

20-24 

19 

170,843 

11.1 

25-29 

16 

155,534 

10.3 

30-34 

14 

93,469 

15.0 

35-39 

8 

30,744 

26.0 

40-45 

6 

4,024 

149.1 
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recent  10-year  period,  a greater  proportion  of 
deaths  are  reported  due  to  hyperten- 
sion/preeclampsia  and  peripartum  cardiomy- 
opathy without  a remarkable  decline  in  any 
other  specific  cause  of  death  category. 
Obstetric  infection,  hemorrhage  and 
embolism  remain  major  causes  of  maternal 
death. 

The  marked  difference  in  maternal  mortali- 
ty between  blacks  and  whites  has  persisted 
over  time.  With  the  exception  of  deaths  due 
to  hypertension/preeclampsia  or  cardiomy- 
opathy, the  black  mortality  is  diffusely  dis- 
tributed among  the  other  categories  of  cause. 
There  is  no  clear  biological  mechanism  for 
the  higher  mortality  rates  among  blacks. 
Hypertension  and,  thus,  preeclampsia  and  its 
complications  are  more  common  among 
black  women.  This  difference  is  not  surpris- 
ing. Peripartum  cardiomyopathy  is  an  uncom- 
mon complication  of  pregnancy  but  has  also 
been  reported  more  frequently  in  blacks.5 
Technically,  peripartum  cardiomyopathy  is  a 
diagnosis  of  exclusion  after  considering 
structural,  metabolic,  infectious  or  toxic  eti- 
ologies for  cardiac  failure.  Given  that  only 
one  of  the  10  maternal  deaths  in  the  present 
series  was  reported  to  have  undergone  autop- 
sy, the  confidence  of  the  diagnosis  of  peripar- 
tum cardiomyopathy  as  the  cause  of  death  is 
in  question. 

The  number  of  deaths  due  to  ectopic  preg- 
nancy has  declined  in  recent  years.  This  is 
likely  attributable,  in  part,  to  advances  in 
early  and  accurate  diagnoses  with  newer 
ultrasonic  techniques  and  sensitive  hormonal 
assays.  There  were  no  deaths  in  the  past  10 
years  reported  due  to  abortion-related  condi- 
tions. This  is  in  sharp  contrast  to  high  rates 
reported  prior  to  legal  abortion.  This  presum- 
ably reflects  broader  access  to  safe  proce- 
dures and  increased  numbers  performed  in 
the  first  trimester  as  opposed  to  the  second 
trimester.1  There  has  also  been  a decline  in 
the  number  of  deaths  reported  due  to  throm- 
botic and  amniotic  fluid  embolism.  This  may 
reflect  improvements  in  early  diagnosis  and 
supportive  care. 


The  extremely  high  mortality  rates  in  women 
over  35  deserve  attention.  The  trend  toward 
delayed  child  bearing  may  ultimately  result  in 
higher  overall  maternal  mortality  ratios.  In  the 
past  10  years,  the  number  of  babies  born  to 
women  over  40  years  of  age  has  doubled.  The 
risk  of  maternal  death  in  this  age  group  was 
roughly  15  times  that  of  women  in  the  20-29 
year  age  group.  According  to  Gabel's  data, 
between  1975  and  1984,  34  percent  of  mater- 
nal deaths  occurred  in  women  between  30  and 
45, 1 while  in  1985-1995,  this  age  group 
accounted  for  42  percent  of  deaths.  Advanced 
maternal  age  with  its  associated  medical  com- 
plications seems  to  be  an  underemphasized 
extreme  high  risk  condition. 

Socio-demographic  factors  and  limited 
access  to  perinatal  services  have  been  identi- 
fied as  likely  contributors  to  the  high  mortali- 
ty rates  in  South  Carolina.1  It  serves  to  reason 
that  these  barriers  would  be  most  prominent 
in  rural  counties.  The  present  analysis 
demonstrates  higher  mortality  ratios,  on  aver- 
age, in  counties  with  fewer  than  1 ,000  births 
per  year.  Efforts  toward  improving  access  to 
risk  appropriate  perinatal  care,  particularly  in 
rural  areas,  should  continue  as  a means  of 
reducing  maternal  mortality. 

Many  pregnancy-related  deaths  are  pre- 
ventable. Timely  identification  and  thoughtful 
review  of  these  events  is  important  for  devel- 
oping strategies  for  prevention.  Review  of 
data  from  South  Carolina  death  certificates 
provide  valuable,  though  limited  information. 
Death  certificates  are  completed  by  physi- 
cians with  varying  degrees  of  training  or 
knowledge  of  the  circumstances  surrounding 
the  deaths.  As  a result,  maternal  deaths  are 
widely  under-reported.'1  The  cause  of  death 
may  be  recorded  without  reference  to  the  fact 
that  the  woman  was  recently  pregnant.  In 
addition,  using  the  present  definitions,  the 
pregnancy-related  deaths  that  occur  between 
42  days  and  one  year  after  the  birth  are  not 
included.  Some  states  have  achieved 
enhanced  ascertainment  of  pregnancy-related 
deaths  through  linkage  of  birth  and  fetal 
death  records  to  death  records  of  reproductive 
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age  women.6 

Cause  of  death  is  also  highly  subject  to 
interpretation.  At  the  time  of  death,  the  cause 
is  not  always  apparent.  Only  53  percent  of 
cases  in  the  present  report  underwent  autopsy. 
The  pathologist  may,  or  may  not,  choose  to 
revise  the  death  certificate.  Frequently,  there 
are  multiple  contributing  causes,  for  example 
severe  preeclampsia  with  thrombocytopenia 
with  death  from  hemorrhage.  The  assignment 
of  cause  can  be  somewhat  arbitrary.  Multiple 
contributing  causes  are  lost  in  this  aggregate 
report.  Certainly,  given  that  the  purpose  of 
surveillance  is  to  identify  opportunities  for 
prevention,  it  would  be  ideal  to  capture  all 
medical,  psycho-social,  and  health  care  sys- 
tems issues  that  may  contribute  to  an  adverse 
event. 

This  review  of  recent  maternal  mortality 
data  from  South  Carolina  in  comparison  to 
the  nation  as  a whole  confirms  that  the  high 
rate  of  maternal  death  in  this  state  remains  a 
significant  public  health  problem.  The  most 
remarkable  decrease  in  cause-specific  mortal- 
ity in  comparison  to  Gabel's  data  from  1970- 
1984  was  in  abortion-related  deaths.  This 
occurred  since  the  legalization  of  abortion  in 
this  country.  The  difference  noted  in  the  death 


MORTALITY  

rates  between  whites  and  blacks  needs  further 
investigation.  In  addition,  there  needs  to  be 
an  increased  awareness  of  the  high  rate  of 
maternal  death  in  women  between  30  and  45 
years  of  age,  especially  with  the  increasing 
birth  rate  in  this  age  group.  The  Maternal, 
Infant  and  Child  Health  Committee  of  the 
South  Carolina  Medical  Association  will  con- 
tinue to  monitor  deaths  in  South  Carolina. 
Programs  for  enhanced  surveillance  may 
offer  additional  important  information  to  aid 
in  identifying  opportunities  for  prevention.  □ 
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HIV  TRANSMISSION:  REVIEW  OF  EFFICACY 
AND  PRELIMINARY  COST  EVALUATION 

GEORGE  M.  JOHNSON,  M.  D.* 


Nationwide  and  worldwide  children  most  fre- 
quently acquire  HIV  infection  by  transmis- 
sion of  the  virus  from  their  mother  during 
pregnancy  or  around  delivery.1  Vertical  trans- 
mission is  the  major  route  of  HIV  infection  in 
infants  in  South  Carolina  where  recent  data 
from  SCDHEC  indicates  that  HIV  infection 
was  acquired  perinatally  by  86  percent  of 
infants  and  children  with  AIDS.  The  World 
Health  Organization  estimates  that  worldwide 
nearly  one  million  children  are  infected  with 
HIV.23  In  this  country  an  estimated  7,000 
infants  are  born  to  HIV-infected  women 
resulting  in  1.750  to  2,000  HIV-infected  chil- 
dren yearly.34  In  this  country  and  much  of 
western  Europe,  HIV  infection  is  increasing 
most  rapidly  in  women  of  child  bearing  age. 
Although  the  numbers  of  both  women  and 
children  infected  with  HIV  pale  by  compari- 
son with  the  developing  world,  this  increas- 
ing frequency  of  HIV  infection  in  women  has 
a direct  impact  on  the  rate  of  HIV  infection  in 
children.  The  result  is  that  AIDS  has  become 
a leading  cause  of  mortality  in  young  children 
in  the  United  States.5 

The  increasing  percentage  of  HIV  infec- 
tions occurring  in  women  and  children 
reflects  a change  in  the  HIV  epidemic  in  this 
and  other  industrialized  nations  becoming 
more  like  the  epidemic  affecting  the  develop- 
ing nations  of  the  world.  In  most  developing 
nations  the  major  route  of  adult  HIV  infection 
is  heterosexual  transmission  and  in  this  coun- 
try the  most  rapid  increase  in  HIV  transmis- 
sion is  occurring  via  this  route.  In  South  Car- 
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olina  from  1992  to  1995,  the  infection  rate  in 
child  bearing  women  has  averaged  2.18  per 
1000  infants  tested  for  HIV-1  antibody  deter- 
mined through  anonymous  heelstick  screen- 
ing. The  million  children  currently  estimated 
to  be  infected  with  HIV  worldwide  is  stagger- 
ing and  the  estimates6  for  the  anticipated 
numbers  of  HIV  infections  in  children  by  the 
end  of  the  decade  (10  million  worldwide),  the 
related  deaths  and  the  associated  numbers 
children  expected  to  be  orphaned  due  to 
parental  death  (10  million  worldwide)  is 
frightening. 

Until  recently  health  care  providers  for  chil- 
dren could  do  little  to  impact  the  trend  toward 
increasing  numbers  of  HIV-infected  children. 
This  was  both  frightening  and  frustrating  as 
all  that  could  be  provided  to  alter  this  process 
was  education  which  might  reduce  the  chance 
of  an  adolescent  or  adult  acquiring  HIV 
infection,  reduce  the  chance  of  becoming 
pregnant,  reduce  breast-feeding  by  HIV- 
infected  mothers  and  to  enhance  the  overall 
health  of  the  expectant  mother  during  preg- 
nancy. While  treatments,  such  as  ZDV,  direct- 
ed at  the  virus  were  clearly  effective  they  did 
not  substantially  prolong  the  lives  of  those 
with  this  infection.  Prevention  of  infection  is 
the  principal  means  of  combating  this  ulti- 
mately fatal  disease  in  children.  Despite 
learning  more  about  this  viral  infection  in  a 
shorter  amount  of  time  than  any  other  infec- 
tion, there  remains  much  about  the  pathogen- 
esis of  HIV  infection  which  is  not  under- 
stood. The  course  of  HIV  infection  during 
pregnancy  and  the  impact  of  pregnancy  on 
maternal  HIV  related  disease  progression  are 
poorly  delineated  as  is  the  issue  of  perinatal 
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transmission. 

The  timing  of  HIV  transmission  to  the 
infant  from  an  infected  mother  remains 
incompletely  understood.  Transmission  can 
occur  in  utero,  during  labor  and  delivery,  and 
post  partum  by  breast-feeding.7  The  relative 
contributions  of  in  utero  and  intrapartum  HIV 
infection  are  not  known.  Clearly  HIV  infec- 
tion can  occur  early  in  gestation  with  detec- 
tion of  HIV-1  nucleic  acid  sequences  reported 
in  fetal  tissue  from  second  trimester  abor- 
tions.8 Yet  only  30  to  50  percent  of  infants 
who  were  ultimately  found  to  be  infected  had 
HIV  recovered  by  culture  or  detected  by  sen- 
sitive PCR  methodologies  in  the  first  few 
days  of  life.9  Current  indications  are  that  up  to 
80  percent  of  transmission  may  occur  near  or 
during  birth.7  The  mechanism  of  transmission 
is  similarly  poorly  defined  and  the  factors 
which  effect  the  rate  of  transmission  are 
uncertain.  Increased  frequency  of  perinatal 
transmission  has  been  most  clearly  associated 
with  advanced  maternal  disease  stage  and  low 
maternal  CD4+  lymphocyte  counts.310  How- 
ever. maternal-fetal  HIV  transmission  is  mul- 
tifactorial.1" On  average  only  15  to  35  per- 
cent of  infants  born  to  women  infected  with 
HIV  have  acquired  this  infection.12 

Those  infants  who  become  HIV-infected  can 
follow  markedly  different  clinical  courses. 
About  25  percent  have  rapidly  progressive 
disease  while  nearly  75  percent  have  slower 
progression.  The  role  of  the  individual’s  pre- 
dominant virus  phenotype  and  the  immune 
response  to  HIV  in  determining  the  variant 
clinical  courses  and  transmission  rates  are  not 
defined.  The  gestational  timing  of  infection 
has  been  suggested  as  being  related  to  the  sub- 
sequent clinical  course.14  Those  infants  infect- 
ed in  utero  demonstrating  rapid  progression  of 
HIV  disease  while  the  infants  infected  around 
delivery  developed  the  chronic  progression 
pattern  with  much  greater  life  spans.  This 
concept  has  been  controversial  and  evidence 
has  been  presented  which  does  not  support  the 
hypothesis.15  Most  recent  evidence  suggests 
that  the  frequency  of  transmission  and  the 
rapidity  of  disease  onset  relates  to  the  amount 


of  circulating  virus,  viral  load,  in  the  infected 
pregnant  woman."617  This  remains  to  be  con- 
clusively proven  as  the  major  determinant. 

STUDY  RATIONALE  ANI)  DESIGN 

Against  this  backdrop  of  limited  understand- 
ing of  perinatal  transmission  of  HIV  a group 
of  pediatric  and  obstetric  investigators  in  the 
AIDS  Clinical  Trials  Group  devised  a strate- 
gy to  attempt  to  prevent  or  reduce  transmis- 
sion from  an  infected  pregnant  woman  to  her 
infant.18  The  final  protocol  was  a “best  shot” 
attempt  to  reduce  HIV  transmission  to  the 
infant  by  lowering  the  viral  load.  This  plan 
incorporated  treatment  with  ZDV  (zidovu- 
dine, AZT)  in  three  phases:  in  the  antenatal 
period  to  the  mother,  intrapartum  to  the  moth- 
er and  post  partum  to  the  newborn  infant  for  a 
defined  period  of  time.  To  reduce  the  risk  of 
major  teratogenic  effects  on  the  fetus  the  ini- 
tiation of  therapy  was  after  the  14th  week  of 
gestation,  beyond  the  period  of  major  organo- 
genesis. At  the  time  the  study  was  initiated 
ZDV  was  used  very  conservatively  during 
pregnancy  with  more  stringent  criteria  estab- 
lished for  initiation  of  therapy  in  a pregnant 
woman.  While  a CD4+  lymphocyte  count 
under  500  was  considered  a relative  criteria 
for  initiation  of  ZDV  therapy  for  men  and 
nonpregnant  women,  a CD4+  lymphocyte 
count  under  200-250  was  generally  the  start- 
ing point  for  consideration  of  therapy  during 
pregnancy.  To  enhance  the  likelihood  that 
preventive  therapy  would  work,  the  investiga- 
tors chose  generally  healthy  HIV-infected 
women  who  would  not  otherwise  be  receiv- 
ing therapy  with  ZDV  during  pregnancy  as 
the  group  in  which  to  attempt  to  reduce  peri- 
natal HIV  transmission.  The  study,  ACTG 
protocol  076,  compared  ZDV  therapy  provid- 
ed antenatally,  intrapartum  and  post  partum 
with  a placebo  preparation  and  determined 
the  frequency  of  infection  of  infants  bom  to 
mothers  randomly  assigned  to  the  two  blind- 
ed treatment  arms.18 

Generally  healthy  HIV-infected  pregnant 
women  without  clinical  evidence  of  AIDS, 
with  CD4+  lymphocyte  counts  above  200 
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were  enrolled  after  14  weeks  of  gestation  and 
prior  to  34  weeks  of  gestation.  The  women 
could  not  have  received  ZDV  previously. 
They  were  randomized  to  receive  the  stan- 
dard ZDV  dose  in  general  use  at  the  time 
(100  mg)  or  placebo  orally  five  times  daily 
for  the  duration  of  their  pregnancy.  When 
they  presented  in  labor,  the  intrapartum  regi- 
men of  intravenous  ZDV  (or  placebo)  was 
initiated  with  a bolus  of  2 mg/kg  followed  by 
a continuous  infusion  at  1 mg/kg/hr  through- 
out labor  and  delivery.  The  infants  received 
oral  ZDV  (2  mg/kg/dose  q6h)  beginning  eight 
to  12  hours  after  birth  and  continued  for  the 
first  six  weeks  of  life.  The  endpoint  of  the 
study  was  determination  of  HIV  infection  sta- 
tus of  the  infants.  Mothers  and  infants  were 
also  closely  monitored  for  adverse  effects 
throughout  the  study.  The  design  and  eligibil- 
ity criteria  of  ACTG  076  are  summarized  in 
Table  1 . 

RESULTS  OF  076 

The  impact  of  this  treatment  regimen  on  the 
rate  of  vertical  transmission  of  HIV  exceeded 
initial  expectations.  On  February  21,  1994  the 
data  and  safety  monitoring  board  for  the 
study  recommended  that  the  study  be  termi- 
nated earlier  than  originally  projected.4  For 
the  364  births  initially  evaluated,  ZDV  thera- 
py reduced  the  risk  of  transmission  by  two 
thirds,  67.5  percent.418  Forty  (25.5  percent 
estimated  rate  of  infection)  of  the  184  chil- 
dren in  the  placebo  group  were  infected  with 
HIV  compared  to  13  (8.3  percent  estimated 
rate  of  infection)  of  the  180  children  in  the 
group  receiving  ZDV.  The  Kaplan-Meier  esti- 
mate comparing  the  predicted  rates  of  infec- 
tion in  the  two  groups  at  18  months  was  sta- 
tistically very  different,  p=0. 000056.  There 
was  minimal  toxicity  ascribed  to  ZDV  in 
either  the  mothers  or  infants.  Infants  receiv- 
ing ZDV  had  reversible  anemia  which 
resolved  with  completion  of  ZDV  treatment. 
Side  effects  were  reported  in  similar  frequen- 
cy in  the  mothers  and  infants  in  the  two 
groups.  Subsequent  final  analysis  of  the 
entire  cohort  of  400  analyzed  infants  (200  in 


the  placebo  group,  200  in  the  ZDV  group)  in 
076  confirmed  and  amplified  the  initial 
results.  Fifty-two  infants  in  the  placebo  group 
(26  percent)  versus  16  infants  in  the  ZDV 
group  (eight  percent)  were  HIV-infected, 
p=(). 0000003. 3 

Several  non-randomized  studies  evaluating 
the  effect  of  perinatal  ZDV  therapy  on  trans- 
mission have  been  published  since  the  initial 
report  of  the  interim  results  of  076.  While  not 
as  rigorously  controlled  as  076,  these  studies 
suggest  similar  trends  in  the  reduction  of 
perinatal  HIV  transmission."’ 11 19  Zidovudine 
treatment  was  associated  with  a significant 
reduction  in  vertical  transmission  in  situa- 
tions which  suggest  that  the  benefit  of  this 
therapy  may  extend  to  women  outside  the  eli- 
gibility criteria  for  076. 

RESULT  OF  COST  ANALYSIS 

Following  reports  of  efficacy  of  perinatal 
ZDV  in  reducing  vertical  HIV  transmission,  a 
preliminary  analysis  of  the  cost  of  routine 
application  of  the  076  protocol  for  identified 
HIV-infected  pregnant  women  in  South  Car- 
olina was  initiated.20  The  theoretical  cost  with 
or  without  use  of  the  076  treatment  protocol 
for  100  maternal  /infant  pairs  was  calculated 
and  compared.  The  cost  of  therapy  for  a full 
076  regimen  was  obtained  from  the  pharmacy 
at  MUSC.  The  charges  for  50  perinatally 
HIV-infected  children  followed  at  MUSC 
over  the  past  four  years  were  utilized  to  cal- 
culate a mean  annual  cost  for  HIV-infected 
children.  The  costs  and  charges  included  the 
predetermined,  known  per  patient  costs  for 
the  Pediatric  HIV  specialty/multidisciplinary 
clinic,  other  inpatient  and  outpatient  profes- 
sional fees,  and  inpatient  hospital  charges  but 
not  psychiatric  charges,  well  child  care 
charges  or  outpatient  pharmacy  costs.  The 
costs  for  the  HIV-exposed  child  were  similar- 
ly determined.  The  rates  of  infection  for  100 
maternal/infant  pairs  with  or  without  use  of 
the  076  protocol  were  calculated  from  the 
076  results.  Recently  published  life  span  data, 
mean  8.9  years  survival  for  perinatally  infect- 
ed children,21  was  used  to  calculate  total  costs 
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TABLE  1 

SUMMARY  OF  ACTG  076 

(ZIDOVUDINE  FOR  PREVENTION  OF  PERINATAL  HIV  TRANSMISSION) 

Eligibility: 

• HIV-infected  women  not  receiving  ZDV  as  part  of  their  medical  care 

• No  antiretroviral  treatment  during  the  current  pregnancy 

• No  clinical  indications  for  antepartum  antiretroviral  therapy 

• CD4+  lymphocyte  count  >200/pl  I at  initial  assessment 

Study  Design: 

• Double  blind,  randomized,  placebo  controlled 

• multicenter  trial  of  ZDV  in  prevention  of  perinatal  HIV  transmission 

Zidovudine  Regimen: 

•Antepartum  - maternal  oral  zidovudine  (ZDV),  100  mg  five  times  daily,  initiated  at 
14-34  weeks  gestation  and  continued  for  the  remainder  of  the  pregnancy 

• Intrapartum  - during  labor,  iv  ZDV  with  loading  dose  2 mg/kg  over  I hour,  followed 
by  continuous  infusion  of  1 mg/kg/hour  until  delivery 

• Postnatal  - oral  ZDV  to  the  newborn,  2 mg/kg  per  dose,  given  q 6h,  for  the  first  6 
weeks  of  life  beginning  8-12  hours  after  birth 

Toxicity: 

• Trend  toward  lower  hemoglobin  and  hematocrit  in  treated  infants  (reversible  anemia) 

• No  difference  in  incidence  of  major  toxicities  between  randomized  groups 

• No  difference  in  incidence  of  fetal  adverse  events  between  randomized  groups 

Results: 

• 421  infants  born  with  median  gestational  age  of  39  weeks 

• 364  births  analyzed  ( 1 80  ZDV,  1 84  placebo) 

• 13  HIV-infected  infants  identified  in  the  ZDV  group 

• 40  HIV-infected  infants  identified  in  the  placebo  group 

• Reduction  in  estimated  transmission  rate  from  25.5%  to  8.3%,  a 67.5%  reduction 


for  an  HIV-infected  child. 

The  costs  calculated  as  described  above  for 
ZDV  therapy  for  all  100  at  risk  mater- 
nal/infant pairs,  $1,514  million,  was  lower 
than  the  costs  for  no  ZDV  therapy,  $3,228 
million.20  The  cost  of  ZDV  therapy  for  100 
maternal/infant  pairs  was  relatively  small, 
$147,700.  The  costs  associated  with  evalua- 
tion of  infants  born  at  risk  with  HIV  exposure 
but  eventually  demonstrated  to  be  uninfected 
with  HIV  was  similar  for  both  groups, 
$489,716  for  ZDV  (n=92)  versus  $393,902 
for  no  ZDV  (n=74).  The  major  difference  in 
the  two  groups  was  in  the  calculated  cost  for 
an  average  child  perinatally  infected  with 


HIV,  $872,000  for  ZDV  (n=8)  versus 
$3,228,000  for  no  ZDV  (n=26),  resulting 
from  the  greater  number  of  infected  infants 
calculated  for  the  maternal/infant  pairs  with- 
out ZDV  perinatal  treatment. 

DISCUSSION  AND  CONCLUSIONS 

The  results  of  the  076  trial  are  exciting  and 
likely  represent  the  greatest  impact  of  therapy 
on  HIV  reported  to  date.  However,  the  find- 
ings are  subject  to  several  limitations  which 
may  have  impact  on  the  clinical  application 
of  the  study.  First,  the  study  evaluated  the 
effect  of  therapy  in  generally  healthy  women 
who  were  identified  early  in  pregnancy  and 
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thus  the  results  may  not  be  able  to  be  extrapo- 
lated to  women  with  CD4+  lymphocyte 
counts  under  200,  prior  ZDV  therapy  or  who 
have  clinical  indications  for  ZDV  therapy. 
Although  the  results  of  several  other  less  con- 
trolled studies  suggest  the  076  protocol  may 
be  applicable  to  and  effective  in  a wider 
group  of  HIV-infected  pregnant  women.  Sec- 
ond, the  study  does  not  allow  for  determina- 
tion of  which  portion(s)  of  ZDV  therapy, 
prepartum,  intrapartum  or  postnatal,  was 
responsible  for  efficacy.  The  relative  or  inde- 
pendent contributions  of  the  different  portions 
could  not  be  assessed  and  the  efficacy  of 
ZDV  use  limited  to  one  or  two  of  the  treat- 
ment periods  is  unknown.  The  intrapartum 
portion  of  therapy,  which  would  be  expected 
to  be  most  difficult  to  deliver  was  received  by 
the  majority  of  women  and  compliance  was 
closely  monitored  and  assessed.  Several  stud- 
ies are  ongoing  which  may  be  capable  of 
determining  the  effect  of  portions  of  the  076 
protocol.  Third,  the  study  did  not  evaluate  the 
use  of  ZDV  in  the  first  trimester  or  in  women 
presenting  beyond  the  34th  week  of  gestation. 
Fourth,  while  the  short  term  effects  of  ZDV 
therapy  were  minimal,  the  long  term  side 
effects  of  ZDV  therapy  in  these  women  and 
infants  have  not  yet  been  determined.  Long 
term  follow-up  of  the  women  and  infants  is 
ongoing  but  answers  to  long  term  adverse 
effects  may  be  years  away.  Studies  are  also  in 
progress  evaluating  other  approaches  to 
reduction  of  perinatal  transmission  including 
combination  of  ZDV  with  passive  immuniza- 
tion high  titer  anti-HIV  immunoglobulin 
(ACTG  protocol  185),  active  immunization, 
other  antiretroviral  therapies,  combination 
therapies  and  less  costly  methods  such  as 
shorter  courses  of  therapy  or  reduction  of 
peripartum  exposure  by  means  such  as 
Cesarean  section  delivery  or  cleansing  of  the 
birth  canal.  The  later  methods  may  be  appli- 
cable in  the  developing  world  while  more 
costly  and  technologically  difficult  therapies 
will  only  be  available  in  the  industrialized 
nations.  The  076  protocol  has  become  the 
current  standard  of  care  for  reduction  of  peri- 


natal transmission  in  these  countries. 

The  implications  of  the  results  of  the  076 
study  for  clinical  care  are  numerous.  This 
study  provides  a rationale  for  identification  of 
HIV  infection  in  pregnant  women  by  screen- 
ing after  informed  consent  as  there  is  now  an 
intervention  available  to  reduce  transmis- 
sion.22 It  may  be  expected  that  this  will  be 
associated  with  increased  screening  during 
pregnancy  for  HIV  infection  and  resultant 
increased  identification  of  HIV-infected  preg- 
nant women.  The  number  of  women  receiv- 
ing ZDV  during  pregnancy  can  be  expected 
to  increase  with  related  costs  of  therapy  and 
monitoring  also  increasing.  In  states  with  a 
diffuse  problem,  not  concentrated  in  urban 
centers  only,  consideration  should  be  given  to 
provision  of  care  for  HIV-infected  pregnant 
women  in  conjunction  with  centers  with 
obstetric  and  pediatric  HIV  experience  and 
expertise.  This  could  reduce  potential  logisti- 
cal problems  which  may  arise  with  attempts 
to  apply  this  therapy  in  less  experienced  cen- 
ters. The  communication  between  obstetri- 
cian and  pediatrician  or  family  practitioner 
needs  to  be  enhanced  to  provide  all  portions 
of  the  therapy  in  a timely  and  appropriate 
fashion.  The  use  of  postnatal  ZDV  also  pro- 
vides a rationale  for  early  sensitive  HIV  diag- 
nostic testing  in  the  infant  to  allow  for  cessa- 
tion of  therapy  following  the  recommended  6 
week  course.  This  also  argues  for  referral  of 
the  infants  for  the  mothers  prenatally)  to  cen- 
ters with  pediatric  HIV  expertise,  such  as  the 
centers  which  are  part  of  the  statewide  pedi- 
atric HIV  network.  The  South  Carolina  Pedi- 
atric AIDS  Advisory  Committee  formulated 
guidelines  (Table  2)  for  the  use  of  ZDV  to 
reduce  perinatal  HIV  transmission  which  are 
consistent  with  the  CDC  Recommendations 
of  the  USPHS  Task  Force  on  the  Use  of 
Zidovudine  to  Reduce  Perinatal  Transmission 
of  Human  Immunodeficiency  Virus2'  and 
recent  AAP  policy.22 

The  preliminary  cost  analysis,  based  on 
very  conservative  estimates  for  the  cost  of 
care  for  HIV-infected  children,  supports  the 
use  of  the  076  protocol  for  reduction  of  verti- 
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cal  transmission  of  HIV.  This  adds  to  the 
rationale  to  provide  this  therapy  consistently 
to  all  women  as  indicated  by  the  guidelines  in 
Table  2.  Use  of  this  therapy  should  save  lives 


while  reducing  medical  expenditures. 

The  076  protocol  does  represent  the  most 
significant  advancement  in  the  treatment  of 
HIV  infection  to  date.  Whether  the  efficacy 


TABLE  2 

The  South  Carolina  Pediatric  AIDS  Advisory  Committee  recommendations  for  maternal  and  infant  administration  of 

ZDV  (AZT,  zidovudine)  during  pregnancy,  labor,  delivery  and  postnatally  to  newborn  infants  at  risk  of  perinatal 

HIV  transmis 

1.  Antepartum  ZDV 

a.  Oral  ZDV  should  be  offered  to  all  pregnant  HIV-infected  women  beyond  the  first  trimester  of  gestation 
( 14  weeks  gestation). 

1.  This  therapy  should  be  offered  to  women  on  the  basis  of  the  results  of  ACTG  protocol  076  for  reduction 
of  maternal  infant  transmission  if  no  clinical  or  immunologic  reasons  exist  for  the  mother  to  receive 
therapy.  Initiating  therapy  should  be  discussed  and  offered  to  women  presenting  after  34  weeks 
gestation  (beyond  076  study  guidelines)  with  expectation  of  potential  reduced  efficacy  relative  to  076 
results. 

2.  Otherwise,  HIV-infected  women  should  be  receiving  ZDV  on  the  basis  of  their  own  clinical  or 
immunologic  indications  (i.e.  CD4+  count  < 200). 

b.  Mothers  should  receive  ZDV  100  mg  po  5 x daily  (alternate  regimen  200  mg  po  tid) 

c.  The  mother  should  have  routine  monitoring  of  CBCs  during  ZDV  therapy  in  pregnancy  every  4 weeks, 
every  2 weeks  for  the  first  month. 

2.  Intrapartum  ZDV 

a.  During  labor  and  delivery  mothers  should  receive  an  initial  iv  loading  dose  of  ZDV  2 mg/kg;  followed 
by  continuous  iv  infusion  of  1 mg/kg/hour  until  delivery. 

b.  If  a mother,  who  is  known  to  be  HIV-infected  but  is  not  receiving  ZDV  (unless  discontinued  for 
intolerance),  presents  in  labor  the  above  intrapartum  dosing  of  ZDV  should  be  discussed  and  offered. 

3.  Postnatal  ZDV 

a.  8-12  hours  following  delivery  (or  as  soon  as  taking  fluids  well)  the  newborn  should  begin  receiving  oral 
ZDV  syrup,  2 mg/kg/dose  4 x daily  (q6h)  for  six  weeks.  This  should  be  initiated  no  later  than  24  hours 
following  delivery. 

b.  This  should  be  administered  (following  discussion  and  parental  agreement)  to  any  infant  bom  to  an 
HIV-infected  mother  regardless  of  whether  she  has  received  any  ZDV  during  her  pregnancy. 

c.  The  infant  should  have  close  monitoring  of  CBCs  every  2 weeks  while  receiving  ZDV. 

d.  Early  diagnostic  testing  should  be  performed  through  one  of  the  HIV  centers  of  the  South  Carolina 
Children’s  AIDS  Care  System. 

Additions  and  modifications  to  the  recommendations 

1.  ZDV  should  not  be  administered  to  an  HIV-infected  pregnant  woman  with  intolerance  to  ZDV. 

2.  ZDV  intolerance  should  be  managed  with  dose  reduction  to  continue  therapy,  if  tolerated. 

3.  ZDV  therapy  does  not  eliminate  the  risk  of  HIV  transmission.  This  needs  to  be  emphasized  to  the 
pregnant  woman  who  is  offered  this  therapy  and  to  primary  care  providers  for  infants  delivered 
following  this  therapy. 

4.  Use  of  ZDV  in  patient  populations  outside  the  inclusion  criteria  for  ACTG  076  is  likely  to  have  less 
efficacy. 

5.  There  is  no  indication  for  the  use  of  any  other  antiretroviral  agent  to  reduce  perinatal  transmission. 

6.  Initiation  of  postnatal  ZDV  therapy  beyond  the  first  24  hours  of  life  is  not  indicated. 

7.  ZDV  should  not  be  administered  during  the  first  trimester  of  pregnancy  only  for  the  purpose  of  reducing 
perinatal  transmission  (i.e.  for  asymptomatic  women  with  CD4  + count  > 200). 

8.  Women  who  receive  ZDV  during  pregnancy  to  reduce  perinatal  transmission  should  continue  to  receive 
ZDV  following  delivery  if  their  CD4+  count  is  under  500  or  they  have  clinical  indications  for  ZDV 
therapy.  Women  with  CD4+  counts  over  500  should  have  therapy  discontinued  and  should  be  followed 
on  regular  basis  clinically  and  for  CD4+  counts. 
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of  ZDV  used  for  this  purpose  will  persist 
despite  increasing  use  of  ZDV  and  develop- 
ment of  ZDV  resistance  in  HIV  will  remain 
to  he  seen.  Additional  investigations  into 
alternative  methods  to  further  reduce  perina- 
tal HIV  transmission  and  provide  more  cost 
effective  approaches  to  accomplish  this 
reduction  need  to  continue  for  all  children 
and  families  at  risk  to  benefit  but  the 
appropriate  utilization  of  the  076  protocol 
therapy  where  available  should  be  the  stan- 
dard of  care  at  this  time.  □ 
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Complete  abstinence  is  easier  than  perfect 
moderation. 

— Saint  Augustine 

In  the  United  States,  alcoholism  is  a common 
disease  caused  by  addiction  to  ethanol  con- 
sumption. For  purposes  of  pleasure,  recre- 
ation, celebration,  medicinal  therapy,  and  reli- 
gious ceremony,  people  have  consumed  alco- 
hol since  time  immemorial.  Euphemistically 
labeled  as  a recreational  beverage,  the  use  of 
alcohol  has  always  been  promoted  by  adver- 
tisers as  sophisticated  and  a powerful  vehicle 
for  strengthening  fellowship  and  comradery. 
Besides  its  well-known  anxiolytic-analgesic, 
relaxant,  and  disinhibition  properties,  alcohol 
permeates  all  tissues  of  the  body  and  affects 
most  vital  functions,  irreversibly  damaging 
some  effected  organs.1  Despite  alcohol’s  pro- 
found negative  impact  on  the  well-being  of 
society,  a limited  benefit  has  been  recently 
linked  to  moderate  consumption  of  the  drug 
through  its  association  with  increased  serum 
concentration  of  both  high-density  lipoprotein 
cholesterol2  and  endogenous  t-PA,3  thereby 
decreasing  the  risk  of  coronary  heart  disease. 
But  the  stark  fact  about  alcohol  abuse 
remains  true:  it  is  a killer  of  people,  a major 
cause  of  many  serious  physical  and  mental 
diseases,  a wrecker  of  families,  and  a destroy- 
er of  societies  (Table  1).  With  15  to  20  mil- 
lion alcoholics  and  an  annual  mortality  of 
100,000  people  of  alcohol-related  problems, 
alcohol  is  the  most  frequently  abused  drug  in 
the  country.4  Nowhere  in  the  mortality  statis- 
tics related  to  alcohol  consumption  are  the 
numbers  more  staggering  than  in  motor  vehi- 
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cle  crashes.  Driving  under  the  influence  of 
alcohol  is  responsible  for  almost  half  of  all 
traffic  fatalities,5  and  traffic  fatalities  are  the 
leading  cause  of  death  in  the  United  States 
among  people  one  to  34  years  of  age/’ 
Because  it  involves  the  fetus  as  an  innocent 
bystander,  heavy  alcohol  drinking  during 
pregnancy  represents  one  of  the  ugliest 
sequelae  of  alcoholism.  Heavy  alcohol  drink- 
ing is  defined  as  three  or  more  drinks  daily, 
two  to  three  times  per  month,  and  at  least  5 
drinks  on  each  occasion.7 

FETAL  ALCOHOL  SYNDROME 

Concern  about  possible  deleterious  effects  of 
alcohol  consumption  during  pregnancy  on  the 
developing  fetus  dates  back  to  the  Greek 
philosopher  Aristotle  (384-322  BC).  He  noted 
then  that  “foolish,  drunk,  or  hare-brained 
women  for  the  most  part  bring  forth  children 
like  unto  themselves,  difficult  and  listless.”8 
Almost  two  and  one  third  millennium  later 
(1899),  Sullivan  and  Scholar,  medical  officers 
in  the  British  prison  system,  provided  data  on 
the  influence  of  maternal  inebriety  on  the  off- 
spring.'*  At  the  turn  of  the  20th  century,  God- 
dard"’ studied  a family  known  in  the  literature 
as  the  Kallikaks  to  document  the  hereditary 
nature  of  mental  retardation,  poverty,  and 
antisocial  behavior.  His  conclusion  was  “the 
study  brought  out  very  clearly.. .that  even  if 
feeble-mindedness  is  not  due  to  alcoholism, 
alcoholism  is  to  a very  large  extent  due  to 
feeble-mindedness.”11  A recent  analysis  of 
Goddard12  original  study,  however,  showed  in 
fact  that  it  is  in  utero  exposure  to  alcohol 
rather  than  heredity  that  contributed  signifi- 
cantly to  the  transgenerational  learning  fail- 
ure seen  throughout  the  Kallikak  pedigree.  It 
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requires  that  all  alcohol  beverage  containers 
be  labeled  at  the  point  of  bottling  on  and  after 
November  18,  1988.  Lrom  Aristotle’s  original 
observation  to  the  present  day,  it  has  been  a 
long  milestone  in  appreciating  the  full  extent 
of  the  harmful  effect  of  alcohol  use  during 
pregnancy  (Table  2). 

Characterized  by  a variety  of  physical  and 
behavioral  abnormalities,  the  syndrome  may 
present  in  one  or  a combination  of  three  clini- 
cal categories:  (1)  prenatal  and  postnatal 
growth  deficiency,  (2)  central  nervous  system 
and  developmental  impairment,  and  (3)  a rec- 
ognizable dysmorphic  facial  features.16  More 
than  80  percent  of  children  with  LAS  demon- 
strate prenatal  and  postnatal  growth  retarda- 
tion as  measured  by  weight,  length,  and  head 
circumference.  In  a follow-up  study  at  eight 
months  of  age  in  infants  exposed  prenatally 
to  alcohol,  18.4  and  16  percent  of  the  patients 
were  below  the  10th  percentile  for  weight  and 
length  respectively.  Included  in  the  reported 
central  nervous  system  signs  of  LAS  are  men- 
tal retardation,  developmental  delay,  high 
activity  level,  short  attention  span,  and  poor 
short-term  memory.17  The  most  visible  signs 
in  the  clinical  presentation  of  infants  with 
LAS  are  the  characteristic  facial  dysmor- 
phism.  Included  in  those  signs  are  micro- 
cephaly, microphthalmia  and/or  short  palpe- 
bral fissures,  short  upturned  nose,  thin  upper 
lip,  midface  hypoplasia,  hyperteleroism,  and 
a long,  smooth  philtrum  (Ligure  1).  Structural 


TABLE  2 

MILESTONES  IN  HISTORY  OF  FETAL  ALCOHOL  SYNDROME 

year 

History  of  FAS 

384-322  BC 

Aristotle  noted  the  possible  effect  of  alcohol  consumed 

1899 

during  pregnancy  on  the  developing  fetus* 

Sullivan  reported  on  the  influence  of  maternal  inebriety  on 

1911-14 

the  offspring9 

Goddard  described  the  Kallikak  family  afflicted  with 

1973 

“hereditary  feeblemindedness”10 

Jones  and  Smith13  reported  infants  with  FAS 

1981 

The  Surgeon  General  of  the  United  States  advised  all 

1988 

women  to  abstain  from  drinking  alcohol  during  pregnancy  14 
Congress  passed  The  Federal  Beverage  Labeling  Act1- 

1993 

The  American  Academy  of  Pediatrics  recommended 

complete  abstinence  from  alcohol  for  women  who  are 
pregnant  or  who  are  planning  a pregnancy.24 

TABLE  1 

“ETHANOL 

has 

Snapped  More  Wedding  Rings, 

Sold  More  Homes, 

Bankrupt  More  People, 

Blighted  More  Children, 

Defiled  More  Innocent. 

Twisted  More  Limbs, 

Smashed  More  Vehicles, 

Wrecked  More  Manhood, 

Dishonored  More  Womanhood, 

Filled  More  Jails, 

Broken  More  Hearts, 

Caused  More  Suicides, 

Armed  More  Fools, 

Drained  More  Blood, 

Blinded  More  Brains, 

Blasted  More  Lives, 

Dug  More  Graves, 

Made  More  Insanity, 

And  Created  More  Living  Hell, 

For  More  Good  People, 

Than  Any  Other  Single  Scourge 
That  Ever  Took  Root  Within  The  Human  Race" 

(A  pamphlet  in  an  Indian  Reservation  Heath  Clinic) 


was  not  until  1973  that  Jones  and  Smith13 
described  patterns  of  malformation  in  eight 
children  of  chronic  alcoholic  mothers  in  what 
is  now  known  as  fetal  alcohol  syndrome 
(LAS).  In  1981,  the  Surgeon  General  of  the 
United  States  advised  all  women  to  abstain 
from  drinking  alcohol  during  pregnancy.14  In 
1988,  the  United  States  Congress  passed  the 
Lederal  Beverage  Labeling  Act,15  which 
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Figure  1.  A newborn  with  fetal  alcohol  syndrome. 
Note  hyperteleroism,  flat  nasal  bridge,  short 
palpebral  fissures,  thin  upper  lip,  short  upturned 
nose,  and  long,  smooth  philtrium. 


Figure  3.  The  same  infant  with  hypoplastic  short 
toes. 


malformations  usually  affect  a minority  of 
alcohol  damaged  babies.  Among  the  reported 
defects  are  cleft  palate,  cardiac  septal  defects, 
vertebral  column  anomalies  (Figure  2), 
hemangiomas,  hypoplastic  distal  phalanges 
(Figure  3),  and  malformed  ears.18  Associated 
conditions  with  the  disease  also  include 
recurrent  middle  ear  and  respiratory  infec- 
tions, bilateral  sensorineural  hearing  loss,  and 
speech  and  language  difficulties. 

FETAL  ALCOHOL  EFFECTS 

Fetal  alcohol  effects  (FAE)  refer  to  cognitive, 
behavioral,  and  psychological  problems  in 
some  children  born  to  women  who  drank 
alcohol  excessively  during  pregnancy. 
Those  problems  include  attention  deficit  dis- 


Figure 2.  The  same  patient  with  sacrococcygeal  pit. 


orders  with  hyperactivity,  fine-motor  impair- 
ment, and  clumsiness,  as  well  as  more  subtle 
delays  in  motor  performance  and  speech  dis- 
orders. Table  3 summarizes  features  observed 
in  fetal  alcohol  syndrome/fetal  alcohol 
effects. 

PREVALENCE 

It  is  estimated  that  eight  to  1 1 percent  of 
women  of  child  bearing  age  are  either  prob- 
lem drinkers  or  alcohol  dependent.1'1  Through- 
out the  United  States  approximately  65  per- 
cent of  embryos/fetuses  are  exposed  to  alco- 
hol prenatally.20  The  incidence  of  FAS  is  2.2 
per  1,000  live  births,21  and  alcohol-related 
birth  defects  may  account  for  as  many  as  five 
percent  of  all  congenital  anomalies.22  The 
alarming  fact  is  that  the  reported  cases  of 
FAS  identified  in  the  nation  during  1979- 
1992  increased  approximately  fourfold.23 
Depending  on  geographic  and  specific  popu- 
lation studied,  the  incidence  of  the  condition 
varies  widely  within  the  US,  with  the  highest 
reported  cases  occurring  in  the  Native  Ameri- 
can and  black  population  and  those  with  low 
socioeconomic  status.  On  a local  level, 
according  to  the  result  of  the  Pregnancy  Risk 
Assessment  Monitoring  System  study  of 
1994,  37  percent  of  South  Carolina’s  women 
surveyed  indicated  drinking  alcohol  during 
the  three  months  before  their  pregnancy,  and 
four  percent  reported  alcohol  use  in  the  last 
trimester  of  pregnancy.  In  a closely  related 
mater,  the  conclusion  of  South  Carolina  Drug 
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TABLE  3 

FEATURES  OBSERVED  IN  FETAL  ALCOHOL 
SYNDROME/FETAL  ALCOHOL  EFFECTS 

Growth 

Prenatal  and  postnatal  growth  deficiency 
Performance 

Mental  retardation,  developmental  delay,  speech  prob- 
lems 

Cognitive,  behavioral,  and  psychological  problems 
Craniofacial 

Microcephaly,  short  palpebral  fissures,  thin  Vermillion 
upper  lip 

Smooth  philtrum,  short  upturned  nostrils 
Skeletal 

Hypoplastic  fingers  and  toes  nails,  tapering  terminal 
phalanges,  camptodactyly 
Congenital  hip  dislocation,  pectus  excavatum 
Cardiac 

Ventricular  septal  defects,  tetralogy  of  Fallot.  Atrial 
septal  defect 
Other 

Cleft  lip  and/or  cleft  palate 

Microphthalmia,  hearing  loss,  hypospadius,  hirsutism 
Strawberry  hemangiomata 

Prevalence  Study  of  1991  indicates  that  alco- 
hol was  found  in  1.9  percent  of  women  tested 
around  delivery  time. 

SEVERITY  AND  THE  ROLE  OF  THE 
CLINICIAN 

Considerable  evidence  indicates  that  alcohol 
has  a severe  teratogenic  effects  on  the  devel- 
oping fetus.  As  with  other  teratogens,  there  is 
a spectrum  of  severity  from  alcohol’s  effects 
on  the  fetus,  the  degree  of  which  is  propor- 
tionate to  the  dosage,  pattern  of  consumption, 
time  of  gestation,  and  individual  susceptibili- 
ty. With  increasing  demand  for  teratological 
information  on  every  aspect  of  environmental 
hazards,  the  researcher  and  clinician  must 
play  an  active  role  in  providing  a safer  prena- 
tal environment.  The  clinician  should  be 
familiar  with  different  presentations  of 
FAS/FAE  especially  when  mild  cases  are  pre- 
sented. They  usually  manifest  themselves 
mainly  as  behavior  problems  commonly 
treated  as  attention  deficit  disorder  over 
months  or  years.  Moreover,  patients  with 
mild  FAS/FAE  may  present  with  signs  and 
symptoms  mimicking  those  of  other  diseases 
(especially  central  nervous  system,  toluene 
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embryopapthy,  and  fetal  dilantin  syndrome). 

PREVENTION/TREATMENT 

Maternal  alcohol  drinking  is  the  only  recog- 
nized risk  factor  associated  with  FAS  and 
there  is  no  effective  treatment  to  counteract 
the  effect  of  alcohol  on  the  developing  fetus. 
Therefore,  only  complete  abstinence  from 
alcohol  during  pregnancy  can  guarantee  the 
absence  of  FAS-syndrome  as  well  as  effects- 
no  other  approach  comes  close.  Although 
FAS  is  a preventable  disease,  it  can  not  be 
separated  from  the  complex  social,  nutrition- 
al, physical  and  psychological  factors  affect- 
ing alcohol  consumption.  Since  there  is  no 
known  safe  amount  of  alcohol  consumption 
during  pregnancy,  the  American  Academy  of 
Pediatrics  “recommends  abstinence  from 
alcohol  for  women  who  are  pregnant  or  who 
are  planning  a pregnancy.”24  Quality  public 
health  educational  programs  regarding  the 
deleterious  consequences  of  alcohol  on  the 
unborn  fetus,  especially  targeting  the  popula- 
tion at  risk,  result  in  a decrease  in  the  inci- 
dence of  FAS  to  .12  cases  per  1,000  live 
births,  the  objective  of  Healthy  People  2000. 

SUMMARY 

Alcohol  is  a well  known  teratogen.  Its  role  in 
causing  fetal  alcohol  syndrome/fetal  alcohol 
effects  is  well  documented.  A vast  amount  of 
study  over  the  past  several  decades  has  finally 
provided  insight  into  many  aspects  of  its  effect. 
The  only  effective  treatment  is  complete  absti- 
nence from  the  drug  during  pregnancy.  □ 
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THE  ROLE  OF  HEALTH  CARE  IN  CHILD 
ABUSE  AND  NEGLECT  PREVENTION* 

FRANCIS  E.  RUSHTON,  M.  D.** 


Our  current  system  of  health  and  social  ser- 
vice delivery  to  children  is  failing  to  meet  the 
true  needs  of  many  of  our  youngsters.  The 
morbidities  and  mortalities  of  this  decade 
bear  little  resemblance  to  the  pneumonias  and 
whooping  coughs  of  the  past.  Instead  we  find 
our  children  suffering  from  the  effects  of 
maternal  drug  addiction,  single  parenting, 
inadequate  nurturing  and  child  abuse.  More 
than  10  percent  of  today’s  births  are  to  drug 
abusing  mothers.1 1 Child  abuse  rates  continue 
to  climb  annually.  Twenty-five  years  ago 
there  were  a total  of  60,000  reports  of  sus- 
pected child  maltreatment.  Today  that  figure 
is  closer  to  three  million  annually.4  The  num- 
ber of  single  parent  families  continues  to 
climb.5 

Our  current  approach  to  this  crisis  of 
immense  proportions  is  frequently  focused  on 
intervention  and  treatment  after  irrevocable 
damage  to  the  child  has  occurred.  Many  of 
the  interventions  we  provide  may  be  more 
destructive  to  children  than  helpful.  Destruc- 
tion of  the  family  and  disruption  of  support 
structures  for  the  child  are  often  the  conse- 
quences of  the  efforts  of  well  meaning  social 
service  providers,  including  physicians.6 
Indeed,  in  the  past  10  years  there  has  been  a 
growing  awareness  of  the  need  to  shift  our 
focus  away  from  the  treatment  of  the  abused 
and  neglected  child,  and  instead  focus  on  its 
prevention.78  As  the  U.S.  Advisory  Board  on 
Child  Abuse  and  Neglect  reports,  “the  system 
that  is  intended  to  help  and  protect  abused 
and  neglected  children  does  little  to  mitigate 
the  nightmare.  Instead  of  emphasizing  pre- 
vention of  maltreatment,  America’s  child  pro- 
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tection  system  usually  steps  in  when  damage 
has  already  been  done.  Instead  of  easing  ten- 
sions within  families  and  bringing  them  clos- 
er together,  the  system  too  often  exacerbates 
those  tensions.  Instead  of  helping  children, 
the  system  tends  to  funnel  children  into  a pro- 
cess over  which  they  have  no  control  and  that 
doesn’t  necessarily  act  in  their  best 
interests.”9 

THREE  LEVELS  OF  CHILD  ABUSE 
AND  NEGLECT  PREVENTION 

As  we  develop  strategies  for  child  abuse  pre- 
vention, we  need  to  develop  a primary,  sec- 
ondary and  tertiary  approach.10  Primary  pre- 
vention involves  programs  designed  for  an 
entire  community,  covering  populations  con- 
sidered to  be  at  low  risk  as  well  as  those  of 
greater  risk.  Secondary  prevention  is  oriented 
primarily  at  children  who  are  considered  to  be 
at  increased  risk  of  abuse.  This  group  may  be 
children  of  teenage  mothers,  single  parents  or 
children  of  substance  abusers.  Defining  this 
risk  group  involves  a screening  methodology 
to  delineate  the  children  for  whom  services 
will  be  focused.  Tertiary  prevention  is  orient- 
ed towards  those  families  in  which  abuse  or 
neglect  has  already  been  documented. 

Health  practitioners  have  always  considered 
themselves  a support  structure  in  the  lives  of 
their  young  charges.  The  recent  Bright 
Futures  Guidelines  states  “Health  Supervision 
goals  include  enhancing  families’  strengths, 
addressing  families’  problems,  promoting 
resiliency,  building  parental  competence,  and 
helping  families  share  in  the  responsibility  for 
preventing  illness  or  disability  and  promoting 
health.”"  Health  care  providers  need  to  recog- 
nize that  the  “powerful  therapeutic  potential 
of  their  interactions  with  families  is  not 
always  sufficiently  realized.”11  But,  how  can 
we,  within  the  confines  of  our  busy  practices 
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enhance  not  only  the  support  structures  in 
families’  lives,  but  decrease  perceived  stress 
and  successfully  increase  our  ability  to  pre- 
vent child  abuse  and  neglect  through  family 
support? 

STRESS  ANI)  SUPPORT 

It  is  imperative  that  health  care  providers 
have  a basic  knowledge  of  family  function 
and  support.  There  are  multiple  stressors  as 
well  as  supports  that  affect  each  family.  Fam- 
ilies with  inadequate  social  and  financial 
resources  often  find  themselves  with  greater 
stresses  and  less  support  than  more  advan- 
taged families.  Parental  stress  has  been 
demonstrated  by  Whipple  and  others  to  play 
an  important  role  in  the  development  of  abu- 
sive families.  Mothers  in  abusive  families 
reported  increased  social  isolation  and  mari- 
tal dissatisfaction  compared  to  parents  in  non- 
abusive  situations.13  Social  isolation  leads  to 
decreased  support  structures  for  these  vulner- 
able parents. 

In  contrast,  family  units  who  are  well 
trained  and  versed  in  parenting  skills  are  bet- 
ter prepared  to  meet  the  needs  of  their  chil- 
dren. By  providing  these  parenting  skills, 
health  care  supervision  systems  can  reduce 
the  amount  of  stress  that  young  family  units 
experience  by  imparting  them  the  knowledge 
and  skills  needed  for  competent  functioning. 

Cooley  describes  neighborhood-based,  fam- 
ily-centered systems  of  support  including  pri- 
mary, secondary  and  tertiary  rings.14  The  first 
ring  of  primary  support  nearest  the  child  and 
his  family  are  the  most  natural.  This  ring 
includes  spouses,  close  family  members, 
neighbors,  churches  and  other  individuals 
with  a social  relationship  with  the  family. 
These  are  the  most  critical  support  structures 
for  families.  However,  for  many  populations 
they  are  frequently  minimal  or  disrupted.  The 
second  ring  of  informal  support  surrounding 
the  family  may  include  parents  of  other  chil- 
dren encountered  in  the  service  arena,  infor- 
mal networks,  and  support  groups.  These 
entities  can  often  help  with  alleviating  feel- 
ings of  isolation  and  helplessness.  The  ter- 


tiary ring  of  support  includes  formal  struc- 
tures that  families  rely  upon  for  services. 
Examples  of  these  supports  includes  physi- 
cian’s offices,  schools,  the  health  department 
and  the  social  service  department. 

When  single  parenting,  substance  abuse  and 
poverty  arc  added  to  the  normal  stresses  of 
families,  the  need  for  support  at  the  closest 
possible  level  becomes  all  important.  Fami- 
lies with  little  in  the  way  of  primary  and  sec- 
ondary supports  are  at  high  risk  for  social  iso- 
lation and  demoralization,  and  may  become 
dependent  on  more  formal  sources  of  support. 

ORIENT  HEALTH  CARE  PROVIDERS 
TO  PREVENTION  RATHER  THAN 
TREATMENT 

Pediatric  health  supervision  will  have  to  be 
part  of  a system  of  care  if  we  are  to  support 
our  patients  at  all  levels  within  our  existing 
time  and  financial  constraints.  With  the 
advent  of  managed  care,  it  becomes  neces- 
sary to  examine  potential  changes  within  the 
context  of  the  financial  pressures  placed  on 
providers  to  promote  optimal  cost-effective 
outcomes.  Yet,  the  interventions  necessary 
may  be  more  time  intensive,  and  at  first 
glance  at  odds  with  the  goals  of  managed 
care.  In  a system  of  care,  however,  some  of 
the  tasks  of  health  supervision  providers  in 
the  past,  may  be  delegated  to  either  lower 
cost  providers  or  in  a more  efficient  manner. 

Examples  of  creative  methodology  to  pro- 
vide better  family  support  through  health 
supervision  include  potential  changes  to  the 
structure  of  health  supervision,15  such  as  pro- 
viding visits  in  a group  format,  collaborations 
with  child  educators16  and  psychologists  with- 
in the  office,17  and  the  use  of  psychosocial 
screens.  18  Physicians  can  also  be  catalysts  for 
change  outside  the  confines  of  their  tradition- 
al practices,  promoting  service  delivery  sys- 
tems such  as  home  visitation,  public  private 
partnerships19  and  school  health  programs.20 

An  examination  of  one  such  methodology, 
group  visits,  provides  some  insight  into  tech- 
niques that  could  promote  family  support. 
Group  well  visits,  have  been  shown  to  provide 
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• opportunity  for  shared  experiences 
between  mothers,  enabling  them  to  support 
each  other, 

• greater  time  for  discussion  of  anticipatory 
guidance  and  increased  patient  satisfaction, 
resulting  in  better  parenting  skills  and 
styles,  and 

• lower  numbers  of  calls  for  advice  between 
well  child  care  visits.21 

Another  example  of  a potential  family  sup- 
port service  involves  home  visitation.  Much 
evidence  supports  home  visitation  as  a valu- 
able means  for  providing  primary  prevention 
services.22  Research  has  indicated  that  the 
type  of  home  visitation  may  not  be  as  impor- 
tant as  the  relationship  between  the  home  vis- 
itor and  the  client.  In  our  framework  of  fami- 
ly support,  the  home  visitor  clearly  assumes 
the  role  of  a primary  or  secondary  support 
structure.  The  synergistic  effect  of  tying  this 
support  relationship  with  that  of  the  health 
professional  may  provide  the  strength  to  help 
families  that  are  marginal  in  their  coping 
skills.  Better  coping  families  will  be  more 
nurturing  to  their  children.  More  nurturing 
families  should  have  less  incidences  of  child 
abuse  and  neglect  and  improved  health  care 
status. 

TERTIARY  PREVENTION 

The  issue  of  how  to  handle  families  in  which 
abuse  has  already  occurred  is  probably  the 
most  difficult  and  vexing  of  all.  There  is  a 
growing  feeling  that  traditional  punitive 
approaches  with  an  emphasis  on  investiga- 
tion. arrest,  and  placement  of  the  child  in  fos- 
ter care  have  not  been  in  the  victim’s  best 
interests.  Rather,  the  provision  of  services 
that  enable  the  family  to  continue  to  exist  and 
support  of  the  parent-child  relationship  may 
be  more  logical.23  Lee  Combrinck-Graham 
gives  us  guidance  on  this  issue.  “Family  con- 
nectedness often  sustains  families,  in  spite  of 
the  helpers  who  think  that  helping  is  best 
done  by  removing  family  members,  whether 
by  taking  dysfunctional  adults  away  from 
their  children  or  taking  children  away  to  pre- 
sumably better  situations  in  the  hope  that  they 


will  become  part  of  more  functional  child- 
adult  relationships. ..(a)  giant  step  is  the 
recognition  that  all  (families),  no  matter  how 
dysfunctional,  exploitative,  neglectful,  or, 
whatever,  have  competence. ..For  families 
who  are  threatened  with  separation  of  chil- 
dren and  parents,  this  competence  may  be  uti- 
lized to  accomplish  the  often  heroic  tasks  of 
changing  in  order  for  parents  to  keep  their 
children  with  them.”24  Parents  and  siblings 
are  a primary  support  structure  for  children, 
and  this  bond  should  not  be  destroyed  with- 
out great  deliberation. 

There  is  often  a mismatch  between  current 
services  for  abusive  families  and  the  services 
they  really  need.  Counseling  and  therapeutic 
services  are  often  not  offered.  Job  training, 
employment,  child  care  and  decent  housing 
services  can  make  a substantial  difference  in 
the  competency  of  many  dysfunctional  fami- 
lies.25 Parent  support  groups  have  been  shown 
to  be  helpful.26  Although  the  knowledge  base 
to  help  us  choose  the  most  effective  programs 
is  limited,  we  in  health  care  need  to  use  the 
best  available  services  that  possess  some 
degree  of  documented  effectiveness.27 

SUMMARY 

In  this  review,  we  have  suggested  a variety  of 
ways  that  we  as  health  care  providers  can 
adapt  our  practices  to  provide  the  support 
necessary  to  increase  the  competency  of  fam- 
ilies in  parenting  and  nurturing  their  young. 
There  are  a variety  of  modalities  worthy  of 
consideration  as  methods  that  make  the  lives 
of  our  children  that  much  better.  In  our  quest 
to  prevent  child  maltreatment,  we  need  an 
emphasis  on  supporting  families  so  that  they 
can  effectively  provide  the  love  and  nurturing 
that  all  children  require.  □ 
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MARCH 


nesday — Thursday  March  26-28, 1996 

•eenville,  SC,  Hyatt  Regency 
th  Greenville  Post  Graduate  Seminar 
’ONSOR:  SC  Academy  of  Family  Physicians 
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iRIEF  DESCRIPTION:  Designed  to  update  the  primary 
;are  physician  on  current  topics,  concepts  and  issues  rela- 
tive to  the  use  of  diagnostic  radiology  in  their  everyday 
practice. 

YPE  OF  AUDIENCE:  Primary  care  and  emergency 
physicians 

ONTACT:  Clydie  M.  deBrux;  (803)  792-4267 
ROGRAM  FEE:  $275-practicing  physicians;  $ 100-res- 
idents or  fellows 
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ME  CREDITS:  12  Hours,  AMA  Category  1 
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Hotel) 
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SPONSOR:  MUSC 
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’ROGRAM  FEE:  $400 
FACULTY:  Guest  faculty  and  local  faculty 
ICME  CREDITS:  13  Hours,  AMA  Category  1 


APRIL 


Wednesday  April  3, 1996 

Columbia,  SC,  Roddy  Pavilion 


Research  Conference 

SPONSOR:  CM  Tucker  Human  Resources  Center 
TYPE  OF  AUDIENCE:  Multidisciplinary 
CONTACT:  N.  David  List,  MD;  (803)  734-6541 
CME  CREDITS:  1 Hour,  AMA  Category  1 

Wednesday  April  10, 1996 

Columbia,  SC,  Roddy  Pavilion 
Grand  Rounds 

SPONSOR:  CM  Tucker  Human  Resources  Center 
BRIEF  DESCRIPTION:  “Medicare  and  the  Elderly: 

Cost,  Quality  and  Problems” 

TYPE  OF  AUDIENCE:  Multidisciplinary 
CONTACT:  N.  David  List,  MD;  (803)  734-6541 
CME  CREDITS:  1 Hour,  AMA  Category  1 

Thursday — Saturday  April  11-13, 1996 

Myrtle  Beach,  SC,  The  Radisson  Resort 
Colposcopy  for  the  Primary  Care  Physician 
SPONSOR:  SC  Academy  of  Family  Physicians 
CONTACT:  Jill  Frost;  (517)  631-4664 
CME  CREDITS:  15.25  AAFP  Prescribed  Hours 

Friday  April  19, 1996 

Greenville,  SC,  Greenville  Memorial  Hospital 
The  Art  of  Office  Pediatrics 
SPONSOR:  Greenville  Hospital  System 
DESCRIPTION:  Seminar  addressing  common  office- 
based  pediatric  problems. 

CONTACT:  Gibson  TVler,  (864)  455-78 14 
PROGRAM  FEE:  $50 
FACULTY:  Guest  faculty  and  local  faculty 
CME  CREDITS:  6.5  Hours  AAP 

Friday  April  19, 1996 

Charleston,  SC,  MUSC 
Endoscopic  Ultrasound  Tutorial 
SPONSOR:  MUSC 

BRIEF  DESCRIPTION:  Designed  to  familiarize  attendees 
with  the  endoscopic  ultrasound  procedure  in  terms  of 
how  it  is  performed  and  how  the  images  are  interpreted. 


TYPE  OF  AUDIENCE:  Gastroenterologists 
CONTACT:  Tracy  Hackett;  (803)  792-6864 
PROGRAM  FEE:  $500-this  session  limited  to  six  partici- 
pants 

FACULTY:  Guest  faculty  and  local  faculty 
CME  CREDITS:  8 Hours,  AMA  Category  1 

Friday  April  19, 1996 

Columbia,  SC,  SC  State  Museum 
Spring  Breast  Symposium 
SPONSOR:  USC  School  of  Medicine 
BRIEF  DESCRIPTION:  Current  techniques  and  manage- 
ment in  breast  cancer. 

TYPE  OF  AUDIENCE:  Physicians  and  nurses  caring  for 
patients  with  breast  cancer. 

CONTACT:  Susan  Pearson;  (803)  434-4211; 

FAX:  434-4288 
PROGRAM  FEE:  $100 

FACULTY:  USCSM/RMH  staff  and  invited  faculty 
CME  CREDITS:  6 Hours,  AMA  Category  1 

Saturday  April  20, 1996 

Columbia,  SC,  Adam’s  Mark  Hotel 
“Doctor,  I Hurt:”  Pain  Management  in  Primary  Care 
Practice 

SPONSOR:  USC  School  of  Medicine 

BRIEF  DESCRIPTION:  A current  curriculum  on  pain 

management  in  primary  care  practice. 

TYPE  OF  AUDIENCE:  Primary  care  physicians 
CONTACT:  Susan  Pearson;  (803)434-4211; 

FAX:  434-4288 
PROGRAM  FEE:  $65 

FACULTY:  USCSM/RMH  staff  and  invited  faculty 
CME  CREDITS:  6.75  Hours,  AMA  Category  1; 

6.75  AAFP  Prescribed  Hours 

Wednesday  April  24, 1996 

Columbia,  SC,  Roddy  Pavilion 
Journal  Club 

SPONSOR:  CM  Tucker  Human  Resources  Center 
BRIEF  DESCRIPTION:  “Nursing  Homes  in  1996” 

TYPE  OF  AUDIENCE:  Multidisciplinary 
CONTACT:  N.  David  List,  MD;  (803)  734-6541 
CME  CREDITS:  1 Hour,  AMA  Category  1 

Thursday — Saturday  April  25-27, 1996 

Hilton  Head  Island,  SC,  Sea  Pines  Resort 
Pediatrics  Update 

SPONSOR:  SC  Academy  of  Family  Physicians 
CONTACT:  George  M.  Converse,  MD;  (205)  783-5276 
CME  CREDITS:  15.25  AAFP  Prescribed  Hours 


Thursday— Sunday  April  25-28, 1996 

Charleston,  SC,  Charleston  Place  (formerly  the 
Omni  Hotel) 

148th  Annual  Meeting  & Scientific  Assembly 
SPONSOR:  MUSC  & SCMA 
CONTACT:  Debbie  Shealy;  (803)  798-6207,  ext.  223  or 
1-800-327-1021  statewide 
PROGRAM  FEE:  No  fee  for  SCMA  members 
CME  CREDITS:  up  to  14  Hours,  AMA  Category  l 


MAY 


Thursday — Monday  May  2-5, 1996 

Charleston,  SC,  Mills  House  Hotel 
Post  Graduate  Course  in  Surgery 
SPONSOR:  MUSC 

BRIEF  DESCRIPTION:  Update  practicing  surgeons  on 
current  topics,  concepts,  issues  and  problems  relative  to 
the  broad  field  of  general  surgery. 

TYPE  OF  AUDIENCE:  General  surgeons 
CONTACT:  Anne  Tokarczyk;  (803)  792-9393 
PROGRAM  FEE:  $450  before  April  1;  $525  after  April 
FACULTY:  Guest  faculty  and  local  faculty 
CME  CREDITS:  20  Hours,  AMA  Category  1 

Monday — Friday  May  6-10, 1996 

Columbia,  SC,  Richland  Memorial  Hospital 
Primary  Training  in  Hyperbaric  Medicine 
SPONSOR:  USC  School  of  Medicine 
BRIEF  DESCRIPTION:  A comprehensive  introduction t: 
the  role  of  hyperbaric  medicine  in  current  medical  prac- 
tices. 

TYPE  OF  AUDIENCE:  Physicians,  respiratory  therapists 
technologists,  and  nurses  involved  in  hyperbaric  oxyger. 
therapy. 

CONTACT:  Susan  Pearson;  (803)  434-4211; 

FAX:  434-4288 

PROGRAM  FEE:  $650,  $500,  $375 
FACULTY:  USCSM/RMH  staff  and  invited  faculty 
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Columbia,  SC,  Roddy  Pavilion 
Grand  Rounds 

SPONSOR:  CM  Tucker  Human  Resources  Center 
TYPE  OF  AUDIENCE:  Multidisciplinary 
CONTACT:  N.  David  List,  MD;  (803)  734-6541 
CME  CREDITS:  1 Hour,  AMA  Category  1 


Wednesday — Thursday  May  15-16, 1996 

Augusta,  GA 

The  Team-The  Child-The  Problem:  A Multidisciplinary 
Approach  to  Cerebral  Palsy  & Myelomeningocele 
SPONSOR:  School  of  Medicine,  Medical  College  of  GA. 
CONTACT:  Katrinka  Akeson;  (706)  721-3967  or  1-800- 
221-6437 

CME  CREDITS:  13  Hours,  AMA  Category  1 

Thursday — Sunday  May  16-19, 1996 

Charleston,  SC,  Francis  Marion  Hotel 
Ophthalmology  Update 
SPONSOR:  MUSC 

BRIEF  DESCRIPTION:  Instructional  and  didatic  teaching 
on  new  techniques  for  cataract  and  refractive  surgery, 
retinal,  glaucoma  and  cataract  surgery. 

TYPE  OF  AUDIENCE:  Opthalmologists 
CONTACT:  Maddie  Manuel;  (803)  792-2760 
PROGRAM  FEE:  TBA 
FACULTY:  Guest  faculty  and  local  faculty 
CME  CREDITS:  TBA 

Wednesday  May  22, 1996 

Columbia,  SC,  Roddy  Pavilion 
Journal  Club 

SPONSOR:  CM  Tucker  Human  Resources  Center 
TYPE  OF  AUDIENCE:  Multidisciplinary 
CONTACT:  N.  David  List,  MD;  (803)  734-6541 
CME  CREDITS:  1 Hour,  AMA  Category  1 

Thursday — Saturday  May  23-25, 1996 

Charleston,  SC,  Francis  Marion  Hotel 
Family  Medicine  Update 
SPONSOR:  MUSC 

BRIEF  DESCRIPTION:  Update  in  occupational  and 
environmental  medicine. 

TYPE  OF  AUDIENCE:  Primary  care  physicians 
CONTACT:  Geri  La  Via;  (803)  792-2426 
PROGRAM  FEE:  TBA 
FACULTY:  Guest  faculty  and  local  faculty 
CME  CREDITS:  TBA 

Friday — Monday  May  24-27, 1996 

Charleston,  SC,  Mills  House  Hotel 
Medicine  in  the  Vocal  Arts 
SPONSOR:  MUSC 

BRIEF  DESCRIPTION:  Designed  for  otolaryngologists 
who  wish  to  further  their  understanding  of  vocal  mecha- 
nisms and  voice  disorders. 

TYPE  OF  AUDIENCE:  Otolaryngologists 
CONTACT:  Lucinda  Halstead,  MD;  (803)  792-7162 
PROGRAM  FEE:  $400-physicians;  $260-other  health 
professionals 


FACULTY:  Guest  faculty  and  local  faculty 
CME  CREDITS:  19.5  Hours,  AMA  Category  1 

Sunday — Ttiesday  May  26-28, 1996 

Charleston,  SC,  Wild  Dunes  Resort 
Advanced  Endoscopic  Update 
SPONSOR:  MUSC 

BRIEF  DESCRIPTION:  To  provide  the  latest  information 
on  advanced  GI  endoscopy  techniques  and  applications, 
utilizing  experts  from  USA  and  overseas  in  an  informal 
atmosphere  conducive  to  discussion. 

TYPE  OF  AUDIENCE:  Gastroenterologists 
CONTACT:  Rita  Oden;  (803)  792-6865 
PROGRAM  FEE:  $ 150-physicians;  $75  non-physicians 
FACULTY:  Guest  faculty  and  local  faculty 
CME  CREDITS:  12.5  Hours,  AMA  Category  1 

Tuesday — Saturday  May  28-June  1, 1996 

Charleston,  SC,  Charleston  Place  (formerly  the  Omni 
Hotel) 

20th  Annual  Cardiology  Update  for  the  Primary  Care 
Physician 

SPONSOR:  MUSC 

BRIEF  DESCRIPTION:  The  intent  of  this  course  is  to 
bring  the  most  recent  advances  in  cardiovascular  disease 
to  the  primary  care  physician. 

TYPE  OF  AUDIENCE:  Primary  care  physicians 
CONTACT:  Odessa  Ussery;  (803)  792-4071 
PROGRAM  FEE:  $495 -physicians;  $250-physicians  in 
training,  nurses,  PAs 

FACULTY:  Guest  faculty  and  local  faculty 
CME  CREDITS:  18.5  Hours,  AMA  Category  1;  18.5 
AAFP  Prescribed  Hours 

Wednesday — Saturday  May  29-June  1, 1996 

Charleston,  SC,  Charleston  Place  (formerly  the  Omni 
Hotel) 

Cardiology  for  the  Primary  Care  Physician 
SPONSOR:  American  College  of  Cardiology 
CONTACT:  Registration  Secretary;  1-800-257-4739 
CME  CREDITS:  18.5  Hours,  AMA  Category  1 

Friday — Sunday  May  31-June  2, 1996 

Charleston,  SC,  MUSC 
Update  in  Psychiatry 
SPONSOR:  MUSC 

BRIEF  DESCRIPTION:  Update  in  psychiatry  for  the  prac- 
ticing physician. 

TYPE  OF  AUDIENCE:  Psychiatrists 
CONTACT:  Odessa  Ussery;  (803)  792-4071 
PROGRAM  FEE:  TBA 
FACULTY:  Guest  faculty  and  local  faculty 
CME  CREDITS:  TBA 


JUNE 


Wednesday  June  5, 1996 

Columbia,  SC,  Roddy  Pavilion 
Research  Conference 

SPONSOR:  CM  Tucker  Human  Resources  Center 
TYPE  OF  AUDIENCE:  Multidisciplinary 
CONTACT:  N.  David  List,  MD;  (803)  734-6541 
CME  CREDITS:  1 Hour,  AM  A Category  1 

Tuesday — Saturday  June  11-15, 1996 

Hilton  Head  Island,  SC,  The  Westin  Resort 
5th  Annual  Advanced  Coronary  Interventions 
SPONSOR:  UNC-Chapel  Hill  School  of  Medicine 
CONTACT:  Mary  Anne  Cox;  (704)  355-3120  or  1-800- 
874-2417 

PROGRAM  FEE:  $695 

CME  CREDITS:  18  Hours,  AMA  Category  1 

Wednesday  June  12, 1996 

Columbia,  SC,  Roddy  Pavilion 
Grand  Rounds 

SPONSOR:  CM  Tucker  Human  Resources  Center 
BRIEF  DESCRIPTION:  “Herpes  Zoster  in  the  Elderly” 
TYPE  OF  AUDIENCE:  Multidisciplinary 
CONTACT:  N.  David  List,  MD;  (803)  734-6541 
CME  CREDITS:  1 Hour,  AMA  Category  1 

Thursday — Friday  June  13-14, 1996 

Augusta,  GA 

Pediatric  Advanced  Life  Support 
SPONSOR:  School  of  Medicine,  Medical  College  of  GA 
CONTACT:  Katrinka  Akeson;  (706)  721-3967  or  1-800- 
221-6437 

CME  CREDITS:  14  Hours,  AMA  Category  1 

Monday — Friday  June  17-21, 1996 

Columbia,  SC,  Richland  Memorial  Hospital 
Primary  Training  in  Hyperbaric  Medicine 
SPONSOR:  USC  School  of  Medicine 
BRIEF  DESCRIPTION:  A comprehensive  introduction  to 
the  role  of  hyperbaric  medicine  in  current  medical  prac- 
tices. 

TYPE  OF  AUDIENCE:  Physicians,  respiratory  therapists, 
technologists,  and  nurses  involved  in  hyperbaric  oxygen 
therapy. 

CONTACT:  Susan  Pearson,  (803)  434-4211; 

FAX:  434-4288 

PROGRAM  FEE:  $650,  $500,  $375 
FACULTY:  USCSM/RMH  staff  and  invited  faculty 
CME  CREDITS:  40  Hours,  AMA  Category  1;  40  A AFP 
Prescribed  Hours 

Monday — Saturday  June  17-22, 1996 

Kiawah  Island,  SC 


Radiology  2000  Conference 
SPONSOR:  MUSC 

BRIEF  DESCRIPTION:  Update  in  all  areas  of  radiology. 
TYPE  OF  AUDIENCE:  Practicing  radiologists 
CONTACT:  Clydie  M.  deBrux;  (803)  7924267 
PROGRAM  FEE:  $450  before  May;  $500  after  May  1 
FACULTY:  Guest  faculty  and  local  faculty 
CME  CREDITS:  TB  A 

Monday — Saturday  June  17-22, 1996 

Charleston,  SC,  Wild  Dunes  Resort 
Intensive  Review  of  Family  Medicine 
SPONSOR:  MUSC 

BRIEF  DESCRIPTION:  Broad  view  and  update  for 
primary  care  physicians. 

TYPE  OF  AUDIENCE:  Primary  care  physicians 
CONTACT:  Geri  LaVia;  (803)  792-2426 
PROGRAM  FEE:  TBA 
FACULTY:  Guest  faculty  and  local  faculty 
CME  CREDITS:  TBA 

Wednesday  June  20, 1996 

Columbia,  SC,  RMH  Dana  Mitchell  Auditorium 

Internal  Medicine  Grand  Rounds 

SPONSOR:  CM  Tucker  Human  Resources  Center 

TYPE  OF  AUDIENCE:  Clinical 

CONTACT:  N.  David  List,  MD;  (803)  734-6541 

CME  CREDITS:  1 Hour,  AMA  Category  1 

Friday — Saturday  June  24-29, 1996 

Sea  Island,  GA 
27th  Annual  Internal  Medicine 
SPONSOR:  School  of  Medicine,  Medical  College  of  GA 
CONTACT:  Katrinka  Akeson;  (706)  721-3967  or  1-800- 
221-6437 

CME  CREDITS:  35  Hours,  AMA  Category  1 

Wednesday  June  26, 1996 

Columbia,  SC,  Roddy  Pavilion 
Journal  Club 

SPONSOR:  CM  Tucker  Human  Resources  Center 
BRIEF  DESCRIPTION:  “Delirium” 

TYPE  OF  AUDIENCE:  Multidisciplinary 
CONTACT:  N.  David  List,  MD;  (803)  734-6541 
CME  CREDITS:  1 Hour,  AMA  Category  1 

Friday — Saturday  June  28-29, 1996 

Greenwood,  SC 

Festival  of  Flowers  Medical  Symposium 
SPONSOR:  Self  Memorial  Hospital 
BRIEF  DESCRIPTION:  Lecture,  discussion,  questions, 
and  answers 

TYPE  OF  AUDIENCE:  Physicians,  pharmacists,  and 
nurses 

CONTACT:  Stoney  A.  Abercrombie,  MD;  (803)  2274869 
PROGRAM  FEE:  $25  non-medical  staff  members 
CME  CREDITS:  8.75  Hours,  AMA  Category  1 


Erfaorals 


MANAGED  CARE  AND  EARLY  DISCHARGE 


Physicians  have  reached  a major  crossroad 
in  the  delivery  of  health  care.  As  we  enter  the 
new  millennium,  quality  and  accessibility 
should  not  take  second  place  to  an  increasing 
focus  on  the  cost  of  care.  Those  of  us  who  are 
responsible  for  taking  care  of  mothers,  infants 
and  children  are  going  to  be  faced  with  a hard 
task  of  balancing  the  cost  with  quality  and 
accessibility  of  care.  This  special  population 
has  very  little  political  clout  and  stands  to 
lose  its  fair  share  of  health  care  dollars  in 
time  to  come.  With  greater  penetration  of  the 
“health  care  market”  by  the  private  or  gov- 
ernment sponsored  managed  care  entities,  and 
medicaid  funding  under  block  grants,  moth- 
ers, infants,  and  children  may  become  the 
victims  of  the  cost  cutting  measures  and  lose 
to  other  competing  factions. 

A widely  discussed  issue  of  “early  dis- 
charge” of  mothers  and  babies  following 
child  birth  as  mandated  by  insurance  carriers, 
and  managed  care  organizations,  exemplifies 
the  dilemma  faced  by  the  physicians  in 
todays  health  care  climate.  Here  the  quality 
and  cost  of  care  can  be  at  odds  with  physi- 
cians caught  in  the  middle.  Early  discharge, 
before  the  baby  is  24  hours  old,  in  some  cases 
as  early  as  six  hours  of  age,  can  result  in 
adverse  neonatal  outcomes.  Conditions  such 
as  hyperbilirubinemia,  ductal  dependent  car- 
diac lesions  and  intestinal  obstruction  may 
take  two  or  more  days  to  develop.  Feeding 
problems  following  early  discharge  can  result 
in  dehydration.  All  of  these  can  result  in 
increased  rehospitalization  rate.  To  address 
these  concerns,  the  American  Academy  of 
Pediatries  has  recently  published  criteria  that 
should  be  met  before  any  newborn  is  dis- 
charged, criteria  that  are  unlikely  to  be  ful- 


filled before  48  hours  of  age. 

In  response  to  insurance  carriers  mandated 
early  hospital  discharge,  four  states  have 
enacted  legislation  to  either  allow  a minimum 
of  48  hours  stay  after  vaginal  delivery  and  96 
hours  following  cesarean  section  or  allow 
early  discharge  using  criteria  recommended 
by  American  Academy  of  Pediatri- 
cians/American College  of  Obstetrics  and 
Gynecology.  Several  other  states  are  consid- 
ering such  bills.  Such  legislation  not  only 
vests  the  decision  making  part  with  physi- 
cians, but  also  is  intended  to  protect  them 
from  punitive  actions  by  insurance  carriers 
and  managed  care  organizations. 

At  our  state  level  we  have  to  deal  with  the 
issue  of  early  discharge.  We  also  have  other 
major  concerns  regarding  the  status  of  medi- 
caid funding  for  mothers  and  children  when 
block  grants  go  into  effect.  South  Carolina 
Medical  Association  (SCMA)  has  been  an 
active  participant  in  the  process,  and  I hope 
that  SCMA  and  other  agencies  such  as  the  SC 
Chapter,  American  Academy  of  Pediatrics 
and  Alliance  for  SC  Children  are  successful 
in  their  efforts  to  preserve  the  appropriate 
funding  for  mothers,  infants,  and  children.  In 
the  years  to  come,  more  than  ever,  SCMA 
will  be  challenged  to  guide  the  physicians 
through  the  maze  of  evolving  health  care  so 
that  they  can  continue  to  provide  the  best 
medical  care  for  their  patients. 

Dilip  M.  Purohit,  M.  D. 

Department  of  Pediatrics 
Medical  University  of  South  Carolina 
171  Ashley  Avenue 
Charleston,  SC  29425-3313 
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On  we  Cover: 


MATERNAL  AND  CHILD  HEALTH 


In  February,  1936,  subsequent  to  the 
passage  of  the  Social  Security  Act,  there  was 
formed  in  South  Carolina  a Division  of 
Maternal  and  Child  Health.  The  need  for  this 
service  was  great.  In  FY  1935-36,  344 
women  in  South  Carolina  died  of  causes 
associated  with  childbirth;  more  than  2,000 
babies  were  born  dead;  and  more  than  3,000 
died  before  their  first  birthday.  In  the  first 
four  and  one-half  years  of  the  Division, 
maternal  mortality  was  reduced  by  26 
percent;  the  still-born  rate,  10.8  percent;  and 
the  infant  death  rate,  9.2  percent. 

Dr.  R.  W.  Ball  was  the  first  Director.  He 
was  followed  in  1941  by  Dr.  Hilla  Sheriff,  a 
1926  graduate  of  the  Medical  College  of  the 
State  of  South  Carolina  who  is  featured  on 
this  month’s  cover.  That  same  year,  the 
Division  became  a Bureau.  Dr.  Sheriff  served 
as  its  head  for  33  years. 


The  original  programs,  financed  largely  by 
federal  funds,  were  prenatal  clinics,  well  baby 
clinics,  supervision  of  midwives,  diphtheria 
prevention,  services  for  crippled  children,  and 
community  education.  With  the  passage  of 
years,  many  other  programs  have  been  added 
such  as  nutrition,  vision  testing,  programs  for 
premature  babies,  accident  prevention,  and 
scores  of  others.  The  emphasis  has  grown 
from  simply  saving  lives  to  include 
improving  the  quality  of  life  for  all  mothers 
and  children  in  South  Carolina. 

Betty  Newsom 

The  Waring  Historical  Library 
(photo  courtesy  Caroliniana  Library , USC) 
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Alliance  Page 


SCMAA  CONVENTION  1996 

“Share  your  Gifts  ” 

The  SCMA  Alliance  invites  you  to  attend  Convention  1996  at  the  Charleston  Place  Hotel 
(formerly  the  Omni),  April  24-25,  1996. 

The  Registration  Center  will  be  located  in  the  second  floor  lobby  where  registration  packets 
and  convention  information  can  be  obtained.  You  are  sure  to  enjoy  the  art  exhibitions  and 
displays  of  jewelry,  handbags,  and  belts  for  sale  during  registration.  County  baskets  prepared  for 
AMA-ERF  will  also  be  available  for  purchase. 

You  are  invited  to  join  your  alliance  friends  in  the  President’s  Parlor  on  Wednesday,  April  24, 
1996  from  3:00  p.m.  to  5:00  p.m.  for  fellowship  and  refreshments. 

The  Executive  Board  will  meet  on  Thursday,  April  25  from  9:00  to  10:00  a.m.  The  Presidents' 
Brunch,  honoring  past  state  presidents  and  county  presidents,  will  be  held  from  10:30  a.m.  to 
12:00  p.m.  Amanda  Spivey,  Miss  South  Carolina,  will  be  our  honored  guest  and  speaker. 

The  House  of  Delegates  will  meet  on  Thursday  afternoon  from  12:30  p.m.  to  3:30  p.m.  Ann 
Wrenn,  Secretary  of  the  AMA  Alliance,  will  bring  greetings.  Be  sure  to  view  the  county  displays 
during  the  Exhibit  Walk. 

Hotel  reservations  should  be  made  directly  with  the  Charleston  Place  Hotel  ( 1-803-722-4900), 
130  Market  Street,  Charleston,  SC  29401.  Be  sure  to  request  SCMA  rates. 

SCMAA  pre-registration  is  a must!  Deadline:  April  5,  1996. 

Convention  Committee: 

Julie  Lowry 
Skippy  Adkins 
Mary  James 


March  1996 


143 


classifieds 


BUILD  TO  SUIT:  Prime  location  in  Irmo 
(corner  of  Irmo  Drive  and  Highway  60,  after 
Wendy’s).  Excellent  for  single  and/or  multi- 
ple praetice(s).  Call  Mali  in  Columbia  at 
(803)  749-6644. 

SITUATION  WANTED:  Experienced 
board-certified  general  surgeon  with  a South 
Carolina  license  interested  in  joining  an  exist- 
ing surgical  or  multispecialty  practice.  Excel- 
lent credentials.  Cal!  Dr.  Wendell  Goins  at 
(202)  362-0966,  or  write:  5405  Sherrier 
Place,  NW,  Washington,  DC  20016. 

INTERNIST,  board  certified,  FACP  with  25 
years  experience  performing  disability  evalu- 
ations - including  those  for  Workers’  Com- 
pensation carriers,  auto  no-fault  insurance, 


and  self-insureds  (General  Motors,  Chrysler, 
etc.),  and  the  Social  Security  Disability 
Determination  Service  - is  seeking  similar 
position  in  South  Carolina.  Write  to  Sidney  L. 
Schuchter,  MI),  2157  Golfview,  Troy,  Michi- 
gan 48084. 

ORANGEBURG  AND  CALHOUN 
COUNTIES  have  practice  opportunities  for 
graduating  residents/fellows  and  experienced 
practitioners  in  the  following  specialties: 
Emergency  Medicine,  Endocrinology,  Infec- 
tious Diseases,  Obstetrics-Gynecology  and 
Rheumatology.  Practice  incentives  and  relo- 
cation assistance  are  available.  Contact  Dr. 
Chermol,  The  Regional  Medical  Center,  at 
(800)  866-6045. 
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Matters. of  In  terest 
to  South  Carolina 
Physicians.  yy 
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Thornton  & Thome  give  the  medical  community  something  to  think  about  this  month. 


Connecticut  Mutual 

Merges  With 

Massachusetts  Mutual 


On  March  1,  1996,  Connecticut  Mutual  and  Massachusetts  Mutual  merged  companies. 
This  is  important  news  for  SCMA  members. 

It’s  important  because  Connecticut  Mutual  has  been  the  issuing  company  for  the  SCMA 
Disability  Income  Program  since  1991.  Over  500  members  own  Connecticut  Mutual 
disability  insurance  policies  through  this  program.  Those  policies  will  now  be  assumed 
by  the  merged  company.  Since  all  of  these  policies  are  non-cancelable  contracts, 
nothing  in  the  existing  policies  will  change. 

This  merger  is  also  important  to  SCMA  members  who  may  purchase  disability 
insurance  through  the  program  in  the  future.  Disability  insurance  for  physicians  has 
changed  dramatically  over  the  last  several  years.  Throughout  that  change,  CML’s 
policy  definitions  and  premium  structure  maintained  its  position  as  the  absolute  best 
disability  insurance  value  available  to  South  Carolina  physicians.  We’re  very  happy  to 
say  that  this  superior  competitive  position  will  continue  with  the  new  company. 


Here  are  some  facts  about  the  merged  company: 


• the  company  name  will  be  Massachusetts  Mutual 

• the  company  will  be  the  5th  largest  mutual  life  insurance  company  in  the 
United  States 

• total  assets  under  management  will  exceed  $100  Billion 

• total  life  insurance  in  force  will  exceed  $250  Billion 

• total  capital  (surplus)  will  be  approximately  $3.6  Billion 

• company  ratings  are 

=>  A.M.  Best  - A++  (highest  possible) 

=>  Duff  & Phelps  - AAA  (highest  possible) 

=>  Standard  & Poor’s  - AAA  (highest  possible) 

=>  Moody’s  Investors  Service , Inc.  - Aal  ( second  highest  possible) 

This  is  indeed  good  news  for  SCMA  members.  You  can  own  the  best  disability 
insurance  value  from  a company  with  impeccable  financial  strength.  This  is  certainly  an 
opportunity  unmatched  in  the  market  place. 


Views  expressed  herein  are  those  of  the  authors  only  and  in  no  way  represent  the  SCMA.  We  do  not  give  tax  advice.  Only 
your  attorney  and  accountant  are  qualified  to  do  so. 


Carolina  Physicians 
Advisory  Service 


Billy  M.  Thornton 
John  T.  Thorne 


Serving  the  members  of  the  South  Carolina  Medical  Community. 
P.O.  Box  688  • Columbia,  SC  29202  • (803)  254-0002  • Fax  (803)  765-2403 


1 -800-742-3669 


Stuttering  didn’t  stop 
Winston  Churchill 

And  it  need  not  stop  you.  The  newly 
revised  seventh  edition  of  Self - 
Therapy  for  the  Stutterer  explains 
how  stutterers  can  help  themselves. 

Ask  for  the  192'pagc  hook  no.  12,  and  please 
enclose  $3.00  for  postage  and  handling. 

1-800-992-9392  P.O.  Box  11749  • Memphis, TN  38111-0749 


Stuttering 
Foundation 
of  America 


■ORMHRl  ■>  Sn-l  t II  KM 


A Non-Profit  Organization 

Since  1^47 — Helping  Those  Who  Stutter 


CREATE  A MEDICAL 
BREAKTHROUGH. 

Become  an  Air  Force  physician  and  find 
the  career  breakthrough  you’ve  been 
looking  for. 

• No  office  overhead 

• Dedicated,  professional  staff 

• Quality  lifestyle  and  benefits 

• 30  days  vacation  with  pay  per  year 

Today’s  Air  Force  provides  medical 
breakthroughs.  Find  out  how  to  qualify 
as  a physician  or  physician  specialist. 

Call 

USAF  HEALTH  PROFESSIONS 
TOLL  FREE 
1-800-423-USAF 
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More  than  40%  of  all  South 
Carolina  physicians  in  private 
practice  use  CompuSystems’ 
Medical  Practice  Management 
System  to  work  more 
efficiently  and  profitably. 


What  can  a map  tell  you  about  a computer  system? 


Plenty  — if,  like  tins  one,  it  shows 
how  many  medical  offices  in  South 
Carolina  use  a particular  practice 
management  system  to  nm  more 
efficiently,  effectively,  and  profitably. 


per-claim  charges)  are  improving 
physicians'  revenue. 

It  could  clarify  how  critical  "one- 
call"  support  can  be  in  helping  offices 
stay  productive  — how  telephone 


can  keep  customers  up  to  date  on  the 
latest  insurance  filing  requirements. 

It  could  emphasize  the  flexibility  of 
multi-user,  multi-tasking  software  that  j 
runs  on  the  most  popular  operating 


For  example,  it  might  show  how  a 
16-year  commitment  to  "Working  for 
Physicians"  has  resulted  in  over  660 
installations  in  South  Carolina, 
representing  some  1,930  physicians  — 
over  40%  of  the  4,600  in  private  practice 
in  the  state! 

It  might  bring  home  how  features 
like  "on-the-fly"  refiling,  encounter- 
form  tracking,  and  direct  transmission 
to  South  Carolina  Medicare,  Medicaid, 
and  Blue  Cross /Blue  Shield  (with  no 


support  staff,  software  and  hardware 
engineers,  technicians,  trainers,  and  a 
fleet  of  service  vans  can  provide 
support  unmatched  in  the  industry. 

It  might  demonstrate  how  technical 
expertise  brings  a host  of  innovations, 
starting  with  the  first  integrated,  direct 
electronic  claims  capability  in  a practice 
management  system. 

Or  it  could  validate  the  concept  of 
regional  focus:  Bv  selling  systems  only 
in  the  Southeast,  a computer  company 


system  in  the  world. 

And  it  could  illustrate  the  value  of  j ! 
having  a computer  vendor  with  a 
vision  for  the  future  and  the  expertise  to 
make  that  vision  work  for  you . ' j 


a 

©MapnSystemsj 

inc. 

Carolina  Research  Park  • One  Science  Court 
Columbia,  SC  29203-9356 

800-800-6472  • 803-735-7700 
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Or  An  Operation 
That'll  Make 
You  Feel  Better 


As  an  Air  Force  Reserve  physician, 
you'll  experience  all  the  rewards  of 
providing  care.  And  then  some. 

Because  as  part  of  our  nation's  vital 
defense  team,  you'll  help  protect 
the  strength  and  pride  of  America. 

In  the  Air  Force  Reserve,  you'll  feel 
the  excitement  a change  of  pace 
brings  as  you  gain  the  prestige  of 
military  rank  and  the  privilege  of 
working  with  some  of  the  world's 
best  medical  professionals.  And, 
you  can  update  your  knowledge 
through  the  Air  Force  Reserve's 
wide  selection  of  continuing  edu- 
cational opportunities. 

With  our  new,  flexible  schedule 
programs,  it's  never  been  easier  to 
give  something  back  to  your 
country. 

The  Air  Force  Reserve.  It's  a great 
way  to  serve. 


Call:  (803)5664910 

Or  write  To: 

MSGT  KIM  DRAPER 
AFRRCS/RSHS 
105  Arthur  Dr,  RM  1 12 
Charleston  AFB,  SC  294044823 


A GREAT  WAY  TO  SERVE 


He  doesn’t  know 
his  brother’s 
insurance  carrier. 


PAID  IV 

■\  Plus 


Companion  Technologies 


PAID  IV  Plus 

does! 


Modern  technology  for  practice  management. 


He’s  just  doing  Mom  a favor.  He  doesn’t  have 
a clue  who  the  insurer  is.  This  isn’t  going  to 
make  him  late  for  practice,  is  it? 

Mix-ups  like  this  throw  your  practice's  schedule  off 
and  frustrate  patients.  So  head  off  problems,  and  run 
your  office  smoothly  with  PAID  IV  Plus. 

PAID  IV  Plus.  Companion  Technologies’  private 
label  version  of  The  Medical  Manager1,  is  the 
complete  practice  management  software  system 
that’s  easy  to  use.  With  just  a few  simple  keystrokes, 
you'll: 

Easily  look  up  doctor  numbers,  insurance 
companies  and  procedure  and  diagnosis  codes 

Automatically  select  the  correct  fees  for 
procedures  (based  on  provider  or  patient's 
insurance  plan) 

Simplify  collection  of  amounts  due  by 
automatically  calculating  the  patient-due  portion 

Utilize  special  feamres  to  make  data  input 
fast  and  efficient 

Quickly  update  financial  information  when 
you  post  procedures 

With  its  reputation  of  having  the  finest  Procedure 
Entry  routines  available.  PAID  TV  Plus  will  do  all  the 
work,  and  you'll  get  all  the  credit.  And  maybe  that 
raise ... 

Leant  what  else  PAID  IV  Plus  can  do  for  you. 

Call  Companion  Technologies  for  information  or  to 
schedule  a system  demonstration. 


1-800-382-PAID  (7243) 
or  fax  (803)  699-2384 

PAID  IV  Plus.  Because  patients  can  V remember 
every  thing,  and  you  have  to. 


fox  meadows 

software 


LIMITED 


Take  time  to  compare  the  Fox  Meadows  advantage  and 
support  services  to  your  current  system  and  support 
fees. 

Lease  for  $200  a month  for  one  terminal  user 
and  $25  for  additional  terminal  users.  Initial 
License  fees  are  waived  for  a limited  time 
and  there  are  no  long  term  contracts. 


Medical  Office  Specialist 
Year  2000  ready 
On  site  training  and  support 
Conversion  of  your  current  data 
Networks  for  DOS  and  Windows 
Freedom  to  select  your  own  hardware 
Chart  Notes  that  use  templates  for  fast  entry 
No  daily,  monthly  or  annual  batch  processes 
Interfaces  with  other  Windows  and  DOS  products 
Relational  Database  Design  using  Microsoft  FoxPro 
Unlimited  Medical,  Statistical  and  Financial  Reporting 
Electronic  claims  & Statements,  Imaging  and  Voice  Recognition 
An  Encounter  form  that  provides  enough  info,  to  replace  file  folders 

Primary  Diagnostic  history,  medications,  allergies,  reactions,  laboratory  requests  and  results 

Appointment  Scheduler  that  supports  single  Physicians  to  Large  clinics 

FMS  is  more  than  a traditional  billing  system.  Physicians  and  nurses  will  find 
the  medical  information  captured  and  the  accessibility  of  this  information 
invaluable  for  Patient  care  today  and  into  the  21st  century. 

For  additional  information  please  call  (800)  754-7213  or  (803)  754-4290  or  visit  our  booth  at  the 

S.C.M.A.  convention  April  26-27  in  Charleston. 


President's  Page 

RURAL  HEALTH  CLINICS 

Since  1977,  the  federal  government  has  created  several  forms  of  rural  health  providers  to  treat 
Medicaid/Medicare  patients  in  rural  areas.  This  is  an  admirable  goal,  but  current  federal 
regulations  threaten  this  ideal. 

As  administered  today,  there  are  at  least  four  forms  of  rural  health  care  providers  and  four 
levels  of  payment  from  Medicaid  for  the  same  services.  First,  there  are  established  physicians  in 
rural  areas  who  receive  $21.50  for  a regular  office  visit.  This  obviously  inadequate 
reimbursement  barely  covers  overhead.  Second,  another  excellent  program  allows  physicians 
who  practice  in  rural  and  medically  underserved  or  shortage  areas  to  establish  independent  rural 
health  clinics  to  treat  the  Medicaid/Medicare  population.  They  are  paid  up  to  $55.50  per  visit. 
This  level  of  reimbursement  pays  enough  to  encourage  physicians  to  live  in  and  become  a valued 
member  of  a rural  community. 

A third  form  of  rural  health  providers  is  the  Federally  Qualified  Health  Center  (FQHC),  which 
was  created  in  1989  by  the  federal  government  FQHC  program.  These  clinics  are  frequently 
staffed  by  physicians  who  do  not  live  in  the  community  and  are  not  available  to  their  patients 
after  hours.  They  are  reimbursed  up  to  $72.63  per  patient.  FQHCs  also  receive  federal  grant 
monies  not  included  in  the  $72.63  rate. 

A fourth  type  of  rural  health  provider  is  a provider-based  rural  health  clinic.  The  provider- 
based  rural  health  clinic  is  similar  to  the  independent  rural  health  clinic  except  that  it  is  owned  by 
a hospital  or  nursing  home.  Federal  law  allows  provider-based  rural  health  clinics  to  receive  cost- 
based  reimbursement.  In  South  Carolina,  the  Department  of  Social  Services’  first  Medicaid  cost 
settlement  with  a hospital-based  clinic  was  $212  per  visit. 

The  same  service,  an  established  patient  office  visit  with  straightforward  or  low  complexity 
decision  making,  is  reimbursed  from  $21.50  to  $212.  These  fees  come  from  one  pot  of  money, 
our  state  Medicaid  budget,  and  there  is  not  enough  money  to  support  such  lopsided 
reimbursements  to  one  or  two  groups.  Unfortunately,  these  payments  are  dictated  by  the  federal 
law  governing  how  rural  health  clinics  must  be  paid.  There  is  enough  money  in  our  state 
Medicaid  budget  to  raise  reimbursement  to  every  physician  who  sees  a Medicaid  patient  if 
Medicaid  does  not  have  to  follow  federal  guidelines.  Block  grants  from  the  federal  government 
would  allow  the  state  to  solve  this  problem.  There  is  a fair  chance  that  this  might  happen  since 
the  National  Governors’  Conference  has  endorsed  the  block  grant  concept.  If  this  does  not 
happen,  the  South  Carolina  Medical  Association  (SCMA)  needs  to  get  these  four  groups  together 
with  the  state  officials  to  solve  this  dilemma.  The  most  important  goal  of  these  programs  should 
be  to  encourage  physicians  to  live  and  practice  in  our  rural  communities. 

This  is  my  last  editorial  as  your  president.  I have  tried  to  make  you  aware  of  problems  in  our 
society,  such  as  family  violence,  as  well  as  problems  in  medical  care,  and  to  keep  you  informed 
of  SCMA's  role  in  the  American  Medical  Association.  I have  enjoyed  this  year  and  thank  you  for 
the  opportunity  to  serve.  I feel  the  SCMA  has  accomplished  a great  deal  this  year,  but  we  will 
continue  to  have  many  challenges.  I wish  my  successor,  Carol  Nichols,  the  very  best. 


Benjamin  E.  Nicholson,  M.  D. 
President 
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THE  ONE  HUNDRED  FORTY-EIGHTH 
ANNUAL  MEETING 

THE  CHARLESTON  PLACE  HOTEL 
CHARLESTON,  SOUTH  CAROLINA 
APRIL  25  - APRIL  28,  1996 


The  148th  Annual  Meeting  of  the  South  Car- 
olina Medical  Association  (SCM A)  will  mark  16 
consecutive  years  in  Charleston  and  the  1 Oth  con- 
secutive year  at  the  Charleston  Place  Hotel  (for- 
merly the  Omni). 

Information  regarding  the  meeting,  including 
registration  form  and  hotel  reservation  form,  has 
been  mailed  to  all  South  Carolina  physicians,  but 
if  you  have  not  received  this  information,  call 
SCMA  Headquarters  in  Columbia  (798-6207  or 
1 -800-327- 1 02 1 ).  Again,  there  is  no  registration 
fee  for  SCMA  members,  and  pre-registration  is 
encouraged. 

The  House  of  Delegates  meets  to  consider  the 
business  of  the  association  on  Friday,  April  26, 
and  again  on  Sunday  morning,  April  28.  Refer- 
ence Committees  will  meet  on  Friday  afternoon. 

A total  of  14  AM  A Category  1 and  14  AAFP 
Prescribed  hours  have  been  approved  for  sci- 
entific sessions  beginning  on  Thursday  afternoon 
and  continuing  through  Saturday  afternoon.  Con- 
sult the  schedule  of  events  which  follows  for 
details  on  all  programs. 

Special  guests  for  this  annual  meeting  include 
P.  John  Seward,  M.  D.,  AMA  Executive  Vice 
President,  and  Humphrey  Taylor,  Chairman  and 


Chief  Executive  Officer  of  Louis  Harris  and 
Associates,  Inc.,  who  will  both  address  the  House 
of  Delegates. 

New  features  in  1996  will  be  demonstrations 
on  computer  applications  in  medicine  which  will 
take  place  at  the  back  of  the  grand  hall  on  Fri- 
day, and  an  Open  Forum  presented  by  the  SCMA 
Ethics  Committee  on  Saturday  afternoon. 

Again  this  year,  the  SCMA  will  serve  as  the 
umbrella  organization  for  many  specialty  soci- 
eties who  will  hold  business  and  scientific  ses- 
sions during  the  Annual  Meeting. 

The  SCMA  Board  of  Trustees  will  meet  on 
Thursday,  April  25  and  at  breakfast  each  day  to 
consider  business  which  arises  during  the  House 
of  Delegates  meeting. 

This  issue  of  The  Journal  contains  reports  and 
resolutions  available  at  publication  deadline. 
Additional  reports  and  resolutions  received  after 
this  issue  has  gone  to  press  will  be  included  in 
the  delegates'  handbooks  which  will  be  mailed 
prior  to  the  meeting.  Delegates  are  asked  to  bring 
their  handbooks  to  the  meeting  or  to  pass  them 
along  to  alternate  delegates  if  they  are  unable  to 
attend. 

— JD 


April  1995 
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SCHEDULE  OF  EVENTS 
Thursday,  April  25,  1996 

TIME/LOCATION 

EVENT 

8:00  a.m.- 12:30  p.m. 
2nd  Floor  Lobby 

Alliance  Registration  - Open 

9:00  a.m.- 10:00  a.m. 
Willow  Ballroom 

Alliance  Executive  Board  Meeting 

10:30  a.m.- 12:00  noon 
Magnolia  Ballroom 

Alliance  Presidents’  Brunch 

1 1 :30  a. m. -7:00  p.m. 
2nd  Floor  Grand  Hall 

SCMA  Registration  - Open 

12:15  p.m.- 1:00  p.m. 
Louis’s  Charleston  Grill 

SCMA  Board  of  Trustees  Luncheon 

12:30  p.m. -3:30  p.m 
Willow  Ballroom 

Alliance  House  of  Delegates 

1:00  p.m. -5 :00  p.m. 
Jenkins/King  Room 

1:00  p.m. -5:00  p.m. 
Magnolia  Ballroom 

SCMA  Board  of  Trustees  Meeting 
SCMA  Plenary  Session:  “What’s  New  In...” 

1:00-1:20 

Baby  Care  - 1996:  Sami  B.  Elhassani,  MD,  Spartanburg 

1:20-1:40 

Top  10  Drugs:  Wayne  Weart,  PharmD,  MUSC 

1:40-2:00 

Preventive  Medicine:  David  R.  Garr,  MD,  MUSC 

2:00-2:20 

Break 

2:20-2:40 

Environmental  and  Occupational  Medicine:  William  M. 
Simpson,  Jr.,  MD,  MUSC 

2:40-3:00 

Dermatology:  Richard  Dobson,  MD,  MUSC 

3:00-3:20 

Headaches:  Marshall  White,  MD,  Charleston 
Back  Pain:  William  Mills,  MD,  Conway 

3:20-3:40 

Break 

3:40-4:00 

Diabetic  Foot  Care:  Spence  Taylor,  MD,  Greenville  Hospital 
System 
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Thursday,  April  25,  1996  (continued) 


TIME/LOCATION 

EVENT 

4:00-4:20 

Ethics/Terminal  Care:  Donald  E.  Saunders,  Jr.,  MD,  USC  School 
of  Medicine 

4:20-4:40 

Transplantation:  John  R.  Handy,  Jr.,  MD,  MUSC 

4:40-5:00 

Geriatrics/Nursing  Home  Care 

Victor  I.  Hirth,  MD,  Byrnes  Center  for  Geriatric  Medicine  and 
Research,  Columbia 

1 :00  p. m. -4: 15  p.m. 
Drayton  Room 

SC  Society  of  Medical  Assistants  Scientific  Session 

“Is  Your  Practice  A Dinosaur?  How  Not  to  Become  Extinct” 

Marilyn  J.  Blessing,  Blessing  and  Associates 

3:00  p.m. -7:00  p.m. 
Dogwood/Cypress/Live  Oak 
Ballrooms  and  Grand  Hall 

Exhibitors  Set  Up 

Friday,  April  26, 1996 

7:00  a. m. -5:00  p.m. 
2nd  Floor  Grand  Hall 

SCMA  Registration  - Open 

7:00  a. m. -8:00  a.m. 
Louis's  Charleston  Grill 

SCMA  Board  of  Trustees  and  Past  Presidents’  Breakfast 

7:00  a. m. -8:00  a.m. 
Edmunds  Room 

Specialty  Society  Delegates  Meeting 

7:00  a.m. -8:00  a.m. 
Gadsden  Room 

CME  Committee  Breakfast  Meeting 

7:00  a.m. -8:00  a.m. 
Fenwick  Room 

Residents  Breakfast  Meeting 

(Supported  by  the  AM  A Resident  Physicians  Section) 

7:30  a.m. -8:30  a.m. 
Booths  22  & 65 

Coffee/Juice 

(Sponsored  by  Doctor's  Care) 

7:30  a.m. -6:00  p.m. 
Dogwood/Cypress/Live  Oak 
Ballrooms  and  Grand  Hall 

Exhibits  Open 

8:00  a.m.- 1 1:30  a.m. 
Willow/Magnolia  Ballrooms 

SCMA  House  of  Delegates 

April  1995 
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SCHEDULE  OF  EVENTS 

Friday,  April  26,  1996  (continued) 

TIME/LOCATION 

EVENT 

9:00  a.m.- 11 :30  a.m. 
Colleton  Room 

SC  Cardiopulmonary  Rehabilitation  Association 
Board  of  Directors  Meeting 

9:45  a. m.- 10:45  a.m. 
Booths  22  & 65 

Coffee 

10:00  a.m.- 11:00  a.m. 
Riley  Room 

MUSC  Medical  Alumni  Board  Meeting 

11:00  a.m.- 12:30  p.m. 
2nd  Floor  Grand  Hall 

SC  Cardiopulmonary  Rehabilitation  Association  Registration 

12:00  noon- 1:30  p.m. 
Louis’s  Charleston  Grill 

SCMA  Young  Physicians’  Section  Luncheon  and  Meeting 
(Supported  by  the  AM  A Young  Physicians’  Section) 

12:00  noon-5:00  p.m. 
Jenkins/King  Room 

SC  Dermatological  Association  Business 
Meeting  and  Scientific  Session 

“Laser  Resurfacing,  the  Scientific  Basis’’ 

Naomi  Lawrence,  MD,  University  of  New  Jersey,  Newark.  NJ 

“Reconstructive  Dermatologic  Surgery:  Part  I” 

J.  Ramsey  Mellette,  MD,  University  of  Colorado,  Denver,  CO 

“Pediatric  Dennatology  Syndromes’’ 

Bernice  R.  Krafchik,  MD,  Hospital  for  Sick  Children,  Toronto, 
Canada 

12:30  p.m.- 1:30  p.m. 
Edmunds  Room 

Reference  Committee  Chairmen’s  Luncheon 

12:30  p.m.-2:30  p.m. 
Drayton  Room 

SC  Psychiatric  Association  Scientific  Session 

“A  Guide  for  Primary  Care  Physicians:  Management  of 
Depression  in  10  Minutes  or  Less” 

Michael  R.  Johnson,  MD,  MUSC 

“Detection,  Intervention  and  Contemporary  Treatment  of 
Alcoholism” 

Robert  J.  Malcolm,  Jr.,  MD,  MUSC 
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Friday,  April  26,  1996  (continued) 


TIME/LOCATION 

EVENT 

12:45  p.m.-5:00  p.m. 
Magnolia  Ballroom 

SC  Cardiopulmonary  Rehabilitation  Association 
Symposium 

“Guidelines  for  Safe  Exercise  Practices” 

Timothy  Maynard,  MSS,  The  Rehabilitation 
and  Wellness  Center,  Mobile,  AL 

“Pulmonary  Rehabilitation,  Pre-  and  Post-Lung  Reduction” 
Christine  F.  Ehlers,  BS,  Emory  University,  Atlanta,  GA 

“Reversal  of  Coronary  Artery  Disease  by 
Diet  and  Lifestyle  Change” 

Dean  Ornish,  MD,  Preventive  Medicine  Research  Institute 
Sausalito,  CA 

Critical  Pathways  and  Cardiac  Rehabilitation” 

Cynthia  L.  MacDonald,  MSN,  RN,  Trident 
Regional  Medical  Center,  Charleston,  SC 

12:45  p.m. -2: 15  p.m. 
Willow  Ballroom 

MUSC  Alumni  Luncheon 

1 :00  p.m. -3:00  p.m. 
Beauregard  Room 

SCMA  Workshop:  “Capitation  Issues  in  Managed  Care” 
Robert  L.  Barber,  CME,  FHFMA,  Carolinas 
Hospital  Network,  Charlotte,  NC 
Walter  J.  Jones,  PhD,  MUSC 
James  A.  Johnson,  PhD,  MUSC 

1 :00  p.m. -3:00  p.m. 
Suite  2K 

SC  Chapter  of  the  American  Academy 
of  Pediatrics  Perinatal  Section  Scientific  Session 

“Neonatal  Airway  Problems” 

Lucinda  A.  Halstead,  MD,  MUSC 

1 :30  p.m. -3:00  p.m. 
Hampton.  Fenwick  and 
Gadsden  Rooms,  Suite  2G 

SCMA  Reference  Committee  Meetings 

(Specific  room  assignments  will  appear  in  Delegates  Handbook) 

2:00  p.m. -4:00  p.m. 
Suite  2L 

SC  Orthopaedic  Association  Business  Meeting 
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F riday,  April  26,  1996 


TIME/LOCATION 

EVENT 

2:00  p. in. -4:30  p.m. 
Colleton  Room 

SC  Chapter  of  the  American  Academy 
of  Pediatrics/CRS  Combined  Scientific  Session 

“Overview  of  CRS  Services  in  South  Carolina" 

Ronald  C.  Porter,  MD,  USC  School  of  Medicine 

“South  Carolina  1994  Needs  Assessment  of  Children  With 
Special  Health  Care  Needs” 

William  Sappenfield,  MD,  MPH,  DHEC,  Columbia 

Ana  Lopez-Defede,  MA,  MEd,  Institute 
for  Families  in  Society,  Columbia 

“DHEC  Family  Support  Services” 

Foster  H.  Young,  Jr..  MD.  DHEC,  Columbia 

2:15  p.m.-3:15  p.m. 
Booths  22  & 65 

Coffee  Break 

(Sponsored  by  Mercer  Global  Advisors,  Inc.) 

3:00  p.m. -4:00  p.m. 
Magnolia  Ballroom 

SCMA  Workshop:  “Reversal  of  Coronary 
Artery  Disease  by  Diet  and  Lifestyle  Change” 

Dean  Ornish,  MD.  Preventive  Medicine  Research  Institute, 
Sausalito,  CA 

3:00  p.m. -5:00  p.m. 
Hampton,  Fenwick  and 
Gadsden  Rooms 

SCMA  Reference  Committee  Meetings 

(Specific  room  assignments  will  appear  in  Delegates  Handbook) 

4:00  p.m. -6:00  p.m. 
Dogwood/Cypress/Live  Oak 
Ballrooms  and  Grand  Hall 

SCMA  Reception  Honoring  Delegates, 

Alternates,  Speakers  and  Exhibitors  (All  Registrants  Welcome) 
(Partial  support  provided  by  NBSC-National  Bank  of  South 
Carolina) 

5:00  p.m.-7:00  p.m. 

2nd  Floor  Terrace 
(Backup:  Beauregard  Room) 

USC  School  of  Medicine  Alumni  and  Faculty  Reception 

5:30  p.m. -7:30  p.m. 
Suite  2G 

SC  Chapter  of  the  American  Academy  of 
Pediatrics  Cocktail  Reception 

6:00  p.m. -8:00  p.m. 
Colleton  Room 

SC  Affiliate  of  the  American  Geriatrics  Society  Reception 
(We  encourage  all  registrants  interested  in  aging  to  attend) 
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Friday,  April  26,  1995  (continued) 

TLME/LOCATION 

EVENT 

6:30  p. in. -8:00  p.m. 
2nd  Floor  Garden 
(Backup:  Suite  2H) 

SC  Radiological  Society  Cocktail  Reception 

6:30  p.m. -9:30  p.m. 

SC  Society  of  Anesthesiologists  Reception  and  Dinner 

The  Old  Exchange  Building  “A  View  From  Washington’ 


Guest  Speaker:  James  Kilpatrick,  Columnist,  Charleston 

7:30  p.m. -9:00  p.m. 
Charleston  Visitor  Center 

SC  Dermatological  Association  Reception 

Saturday,  April  27, 1996 

7:00  a.m. -3:00  p.m. 
2nd  Floor  Grand  Hall 

SCMA  Registration  Open 

7:00  a.m.-8: 15  a.m. 

2nd  Floor  Terrace 
(Backup  Lobby  Lounge) 

SC  Society  of  Anesthesiologists  Breakfast  Meeting 

7:00  a.m. -7:55  a.m. 
2nd  Floor  Garden 
(Backup:  Suite  2J) 

SC  Radiological  Society  Continental  Breakfast 

7:30  a.m. -8:30  a.m. 
Louis’s  Charleston  Grill 

SCMA  Board  of  Trustees  Breakfast 

7:30  a.m. -9:00  a.m. 
Suite  2k 

SC  Chapter  of  the  American  Academy  of  Pediatrics 
Executive  Committee  Meeting 

7:45  a.m. -8:45  a.m. 
Booths  22  & 65 

Coffee/Juice 

7:30  a.m. -8:00  a.m. 
Gadsden  Room 

SC  Vascular  Surgery  Society  Continental  Breakfast 

8:00  a.m.- 10:00  a.m. 
Suite  2G 

Business  Meeting  and  Continental 
Breakfast  of  the  SC  Society  of  Pathologists 
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SCHEDULE  OF  EVENTS 

Saturday,  April  27,  1996  (continued) 

TIME/LOCATION 

EVENT 

8:00  a.m.- 12:00  noon 
Hampton  Room 

SC  Vascular  Surgery  Society 
Scientific  Session  and  Business  Meeting 

Scientific  Papers 

“A  New  Option  for  Infected  Prostheses  and  Other  Complex 
Aortic  Problems” 

G.  Patrick  Clagett,  MD,  University  of  Texas-Southwestern. 
Dallas.  TX 

Case  Management  Problems: 

“Cronic  Upper  Extremity  Limb  Swelling” 
“Combined  Mesenteric  and  Renal  Vascular  Disease” 
“Thoracoabdominal  Aneurysm” 

8:00  a.m.- 12:00  noon 
Jenkins/King  Room 

SC  Dermatological  Association  Scientific  Session 

“Liposuction:  The  Tumescent  Techniques” 

Naomi  Lawrence,  MD,  University  of  New  Jersey,  Newark,  NJ 

“Reconstructive  Dermatologic  Surgery:  Part  II” 

J.  Ramsey  Mellette,  MD,  University  of  Colorado,  Denver,  CO 

“Great  Cases  From  Canada” 

Bernice  R.  Krafchik,  MD.  Hospital  for  Sick  Children,  Toronto, 
Canada 

8:00  a. m. -12:00  noon 
Beauregard  Room 

SC  Association  of  Neurological  Surgeons  Scientific  Session 
and  Business  Meeting 

“Legislative  Update” 

Stephen  P.  Williams,  SCMA  Senior  Vice  President  and  Legal 
Counsel 

“Anterior  Approaches  to  T-L  Junction  and  Lumbar  Spine” 
William  Rambo,  MD,  Columbia 

“Complications  of  Instrumentation  at  the  Thoracolumbar 
Junction” 

Brian  Cuddy,  MD,  MUSC 

“Multiple  Intracranial  Aneurysms” 

Byron  Bailey,  MD,  MUSC 

Case  Presentations 
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SCHEDULE  OF  EVENTS  - 

Saturday,  April  27,  1996  (continued) 


TIME/LOCATION 

EVENT 

8:00  a.m.- 1 :00  p.m. 
Dogwood/Cypress/Live  Oak 
Ballrooms  and  Grand  Hall 

Exhibits  Open 

8:15  a.m.- 12:00  noon 
Drayton  Room 

SC  Society  of  Anesthesiologists  Scientific  Session  and  Business 
Meeting 

“Obstetrical  Anesthesia” 

Curtis  Baysinger,  MD.  Columbia 

“Practical  Clinical  Use  of  Intraoperative  Transesophageal 
Echocardiography” 

Scott  T.  Reeves.  MUSC 

“Manpower  Issues  in  Anesthesia  and  in  Medicine” 

Joanne  Conroy,  MD,  MUSC 

8:30  a.m.-l  1:30  a.m. 
Magnolia  Ballroom 

SCMA  Plenary  Session:  “Infectious  Diseases” 
Moderator:  Robert  Ball,  MD,  SC  DHEC.  Columbia 

“Travel  Medicine” 

Lisa  Von  Moll.  MD.  MUSC 

“Antibiotic  Update” 

William  Kelly,  MD.  Greenville  Hospital 
System 

“Update  on  HIV/AIDS” 

Bosko  Postic,  MD,  USC  School  of  Medicine 

“Overview  of  Statewide  Infectious  Diseases  Problems” 
J.  Jerome  Gibson,  MD,  SC  DHEC,  Columbia 

“Brief  Overview  of  Sexually  Transmitted  Diseases” 
Robert  T.  Ball,  MD,  SC  DHEC.  Columbia 

Question  and  Answer  Session 

8:30  a.m.-l  1:45  a.m. 
Suite  2H 

SC  Radiological  Society  Scientific  Session 

“Update  of  ACR/Government  Relations” 

Gary  Price,  Senior  Director.  Government  and  Public  Relations, 
American  College  of  Radiology 
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SCHEDULE  OF  EVENTS 

Saturday,  April  27,  1996  (continued) 

TIME/LOCATION 

EVENT 

“The  Effects  of  Health  Care  Reform  on  the  Practice  of 
Radiology” 

Jeremy  W.  R.  Young,  MD,  MUSC 

“Introduction  to  the  Appropriateness  Criteria” 

Murray  K.  Dalinka,  MD,  University  of  Pennsylvania  Medical 
Center,  Philadelphia,  PA 

“MRI  of  the  Shoulder” 

Murray  K.  Dalinka,  MD.  University  of  Pennsylvania  Medical 
Center,  Philadelphia,  PA 

“An  Approach  to  the  Interpretation  of  Screening  Mammograms” 
Richard  E.  Bird.  MD.  Presbyterian  Breast  Center.  Charlotte,  NC 

8:30  a.m. -12:45  p.m. 
Willow  Ballroom 

SC  Cardiopulmonary  Rehabilitation  Association  Symposium 

“Cardiac  Rehabilitation  As  Secondary  Prevention:  New  Clinical 
Practice  Guidelines  for  Cardiac  Rehabilitation” 

L.  Kent  Smith.  MD.  MPH.  Arizona  Heart  Institute.  Phoenix,  AZ 

“Controlling  Yourself  During  Uncontrollable  Times:  Key  to 
Stress  Hardiness  for  Yourself  and  Your  Client” 

Wayne  M.  Sotile,  PhD,  Wake  Forest  University, 

Winston-Salem,  NC 

“Lipid  Management.  How  Aggressive  Should  We  Be?” 

L.  Kent  Smith,  MD,  MPH.  Arizona  Heart  Institute.  Phoenix.  AZ 

“Footprints  on  the  Heart” 

Muriel  O’Tuel,  PhD,  North  Myrtle  Beach.  SC 

9:00  a.m. -12:30  p.m. 
Fenwick  Room 

SC  Society  of  Physical  Medicine  and  Rehabilitation  Scientific 
Session  and  Business  Meeting 

“Clinical  Update  in  Orthotics  and  Prosthetics” 

Jenny  Adams,  CPO,  John  Brinkmann,  CO.  J.  E.  Hanger,  Inc. 

“Unusual  Referred  Pain  Syndromes  of  the  Upper  and  Lower 
Extremities” 

Richard  M.  Gordon,  MD,  Charleston 
“Common  Foot  and  Ankle  Problems” 
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SCHEDULE  OF  EVENTS 

Saturday,  April  27,  1996  (continued) 

TIME/LOCATION 

EVENT 

Robert  Lowery.  MD.  Charleston 

“Dealing  With  Managed  Care” 
Peter  W.  Rossi.  MD.  Charleston 

9:00  a.m.- 12:00  noon 
Colleton  Room 

SC  Chapter  of  the  American  Academy  of  Pediatrics  Scientific 
Session 

“Business  Update  of  the  South  Carolina  AAP” 

Francis  E.  Rushton,  Jr..  MD,  President,  SC  Chapter  of  the  AAP 

“Risk  and  Protective  Factors  of  Children: 

What  is  Important  in  Substance  Abuse  Recognition” 

N.  Peter  Johnson.  PhD,  USC  School  ofMedicine 

“Impact  of  Early  Discharge  on  Pediatric  Care  of  the  Newborn" 
David  Annibale.  MD.  MUSC 

9:30  a.m.-l  1:00  a.m. 
Edmunds  Room 

SOCPAC  Board  Meeting 

9:30  a.m.- 12:00  noon 
Suite  2J 

SC  Oncology  Society  Scientific  Session 

“Surgical  Treatment  of  Malignant  Melanoma” 
Pauli.  Baron.  MD,  MUSC  " 

10:00  a.m.-l  1:30  a.m. 
Riley  Room 

“Systemic  Treatment  of  Malignant  Melanoma” 
Edward  F.  McClay,  MD.  MUSC 

SCIMER  Board  Meeting 

1 0:00  a.m.- 1 2:00  noon 
Suite  2G 

SC  Society  of  Pathologists  Scientific 
Session 

“Update  on  Diagnosis  and  Treatment  of  Melanoma” 
John  S.  Metcalf,  MD.  MUSC 
John  C.  Maize.  MD.  MUSC 

10: 15  a.m.- 11:15  a.m. 
Booths  22  & 65 

Coffee  Break 

12:00  p.m.- 12:30  p.m. 
Louis’s  Charleston  Grill 

SC  Radiological  Society  Reception 
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SCHEDULE  OF  EVENTS 

Saturday,  April  27,  1996  (continued) 


TIME/LOCATION 

EVENT 

1 2:00  p.m.- 1 :30  p.m. 
Gadsden  Room 

SCMA  Sports  Medicine  Committee  Luncheon  Meeting 

12:30  p.m. -3:30  p.m. 
Louis’s  Charleston  Grill 

SC  Radiological  Society  Luncheon  and  Meeting 

Guest  Speaker:  Emmett  O.  Templeton,  MD,  Chairman, 
Board  of  Chancellors,  American  College  of  Radiology 

1:00  p.m. -2:30  p.m. 
Suite  2H 

SCMA  Ethics  Committee  Open  Forum 

(All  attendees  are  invited  to  participate  in  informal  discussions 

with  members  of  the  Ethics  Committee.) 

2:00  p.m.-5:00  p.m. 
Drayton  Room 

SCMA  Committee  on  Sports  Medicine’s  Scientific  Session 

"The  Olympic  Experience” 

Roger  Kruse,  MD,  Maumee,  OH 

“The  Mature  Athlete” 

Fred  Flandry,  MD,  Columbus,  GA 

“Sudden  Death  in  Athletes” 

Roger  Kruse,  MD,  Maumee,  OH 

6:30  p.m. -8:00  p.m. 
Live  Oak  Ballroom 

SCMA  President’s  Gala  Reception 

(Supported  by  Carolina  Physicians  Advisory  Service) 

7:00  a.m.- 10:30  a.m. 
2nd  Floor  Grand  Hall 

Sunday,  April  27, 1996 

SCMA  Registration  Open 

7:30  a.m. -8:30  a.m. 
Louis’s  Charleston  Grill 

SCMA  Board  of  Trustees  Breakfast 

8:30  a.m.- 12:30  p.m. 
Dogwood/Cypress/Live  Oak 
Ballrooms 

SCMA  House  of  Delegates 

12:30  p.m.- 1:00  p.m. 
Colleton  Room 

SCMA  Board  of  Trustees  Reorganization  Meeting 
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SCMA  NEWSLETTER 


A PUBLICATION  OF  THE  SOUTH  CAROLINA  MEDICAL  ASSOCIATION 
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April  1996 


MEDICARE  UPDATE 


The  April,  1996  Medicare  Advisory  contains 
important  information  about  various  issues  such  as 
updates  to  the  correct  coding  initiative  tables, 
purchased  interpretations.  Medicare  Part  B problem 
solving,  injectable  drug  fee  schedule,  and  much  more. 

HCFA-1500  (12-90)  Claim  Completion  Instructions 
Update:  CPT  codes  62350  and  6235 1 have  replaced 
codes  63750  and  63780.  These  new  procedure  codes 
eliminate  the  need  to  specify  “pump”  or  “reservoir”  in 
item  19  of  the  HCFA-1500  (12-90)  claim  for 
procedures  involving  the  implantation,  revision,  or 
repositioning  of  intrathecal  or  epidural  catheters. 
Effective  for  claims  with  dates  of  service  on  and  after 
April  1,  1996,  this  requirement  will  be  removed  from 
the  HCFA-1500  (12-90)  claim  completion 
instructions. 

The  revised  HCFA-1500  (12-90)  claim  completion 
instructions  required  that  a psychotherapist  enter  the 
date  the  patient  was  last  seen  and  the  UPIN  of  the 
patient’s  attending  physician  he  or  she  is  consulting 
with  while  providing  psychotherapy  services.  HCFA 
has  removed  the  psychotherapy  requirement  for 
clinical  psychologists,  clinical  social  workers 
(CSWs),  and  other  types  of  psychotherapists  from 
item  19  of  the  HCFA-1500  instructions  effective 
immediately. 

Medicare  Part  B 1996  Initiatives  Workshop:  In  an 
effort  to  better  serve  you,  Medicare  is  expanding  the 
Medicare  Part  B 1996  Initiatives  Workshop  to  include 
an  afternoon  session  which  will  offer  an  abbreviated 
version  of  the  Basic  Billing  Workshop.  Medicare  will 
offer  lunch  for  participants  who  wish  to  attend  both 
sessions.  The  registration  fee  is  $20  for  each 
workshop  or  $40  to  attend  both  workshops.  The  date, 
time,  and  place  for  each  workshop  are  listed  in  your 
April,  1996  Medicare  Advisory. 


Health  Professional  Shortage  Area  (HPSA) 
Incentive  Payments:  After  you  have  received  a 
HPSA  payment  determination,  you  may  appeal  the 
quarterly  HPSA  payment  for  both  assigned  and 
nonassigned  claims.  Below  are  some  guidelines  to 
follow  when  filing  a HPSA  appeal: 

• You  must  wait  until  the  quarter  is  over  and  you 
have  received  your  HPSA  incentive  payment  and 
remittance  before  filing  an  appeal. 

• Make  sure  that  the  claims  you  are  appealing  were 
processed  in  the  previous  quarter  and  that  only  one 
appeal  is  filed  per  quarter. 

Your  appeal  request  must  be  made  within  60  days 
after  receiving  the  incentive  payment.  Send  your 
appeal  request  to  HPSA  Adjustment  Request, 
Medicare  Part  B Provider  Service  Center,  Palmetto 
Government  Benefits  Administrators,  PO  Box 
100190,  Columbia,  SC  29202-3190. 

OCNA/Mediyap  Update:  Instead  of  reporting  the 
Medigap  insurer’s  street  address,  city,  state,  and  zip  in 
item  9c  and  the  insurance  company’s  name  in  item 
9d,  you  can  enter  the  Other  Carrier  Name  and 
Address  (OCNA)  identification  number  (a  unique 
nine  digit  alpha-numeric  number)  in  item  9d  and 
leave  item  9c  blank.  For  Medicare  claim  information 
to  be  forwarded  to  a Medigap  insurer,  you  must  meet 
all  of  the  following  conditions: 

• You  must  be  a participating  provider. 

• The  supplemental  policy  must  meet  the  definitidn 
of  a Medigap  policy. 

• The  beneficiary  must  assign  his  or  her  Medigap 
benefits  to  you  by  completing  item  13  of  the 
HCFA-1500  (12-90)  claim  form. 

Concurrent  Care:  Concurrent  care  is  identified  as 
care  provided  by  two  physicians  to  the  same  patient 
(continued  on  page  4) 


MEDICAID  UPDATE 


CPT  Codes:  Beginning  with  dates  of  service  on  or  after 
April  1, 1996,  the  Department  of  Health  and  Human  Ser- 
vices (DHHS)  will  require  the  new  1996  CPT  procedure 
codes. 

Billing  Workshop:  The  Department  of  Physician  Services 
will  offer  a basic  billing  workshop  on  May  1 , 1996,  at  1 2:30 
pm.  These  workshops  are  designed  for  new  billing  staff 
and  new  providers  in  the  SC  Medicaid  Program.  The  next 
workshop  will  be  held  in  Columbia  at  the  Jefferson  Square 
Plaza  at  1 801  Main  Street  in  the  second  floor  training  room. 
Due  to  limited  training  space,  reservations  are  required. 
Please  contact  your  program  manager  at  (803)  253- 
6134  to  reserve  a space.  The  basic  billing  workshops  are 
offered  free  on  a quarterly  basis. 

Physicians  Enhanced  Program  (PEP)  Pilot  Project: 
Effective  May  1,  1996,  DHHS  will  pilot  the  Physician 
Enhanced  Program  (PEP)  in  Sumter  Pediatrics.  The  PEP 
is  designed  as  a unique  managed  care  effort  to  fit  South 
Carolina’s  specific  medical  environment.  The  PEP  is  a vol- 
untary program  which  links  Medicaid  recipients  to  a pri- 
mary care  provider.  The  primary  care  provider  will  pro- 
vide a package  of  basic  services  for  recipients  in  their 


practice  and  will  receive  a payment  at  the  end  of  each 
month  based  on  the  number  of  PEP  members  enrolled  in 
the  practice,  according  to  their  age,  gender,  and  category 
of  eligibility.  Pilot  sites  have  been  selected  to  test  the  PEP 
concept  and  to  refine  the  PEPservice  delivery  model.  Upon 
successful  completion  of  the  PEP  pilot  project,  it  is  antic- 
ipated that  this  reimbursement  alternative  will  be  offered 
statewide.  Further  details  will  be  provided  in  an  upcom- 
ing bulletin. 

The  Sumter  Pediatrics  staff  have  been  extremely  coop- 
erative and  a tremendous  resource  as  DHHS  works  toward 
implementation  of  the  pilot  project.  DHHS  thanks  Sumter 
Pediatrics  for  their  contribution  to  making  the  PEP  pilot 
a success! 

Neonatal  Intensive  Care  Units  Rates:  The  DHHS  will 
continue  to  monitor  the  expenditures  of  the  neonatal  inten- 
sive care  (NIC)  services,  billing  patterns  and  budget  impact 
of  the  NIC  rates  implemented  in  July,  1995,  for  another 
quarter.  If  you  have  any  questions  pertaining  to  the  NIC 
policy  and  rates,  please  contact  Ms.  Jocelyn  Stephenson 
or  Ms.  Chris  Ricken  at  (803)  253-6 1 34. 


Internet  Address:  In  order  to  be  more  accessible  to  physicians,  the  staff  at  DHHS  now  has  the  capability  to 
communicate  with  others  via  the  Internet.  The  DHHS  Internet  address  for  the  Physician  Services  staff  follows: 


Name 


Internet  Address 


Chris  Ricken,  Department  Head 


RICKEN@DHHS.STATE.SC.US 


PRIMARY  CARE  PHYSICIAN  REPRESENTATIVES 


Jackie  Price,  Prim.  Care  Supervisor 
Donna  Rothell,  PC  Program  Mgr. 

Neal  Martin,  PC  Program  Mgr. 

Jocelyn  Stephenson,  PC  Program  Mgr. 
Marsha  Marze,  PC  Program  Mgr. 
Tracey  Bradley,  PC  Data  Coordinator 


PRICEJ@DHHS.STATE.SC. US 
ROTHELL@DHHS.STATE.SC.US 
MARTINNE@DHHS.STATE.SC.US 
STEPHEN  S@  DHHS . STATE . S C.  US 
MARZE@DHHS.STATE.SC.US 
BRADLEY@DHHS.STATE.SC.  US 


SPECIALTY  CARE  PHYSICIAN  REPRESENTATIVES 


Alicia  Jacobs,  Spec.  Care  Supervisor 
Kara  Lewis,  Spec.  Care  Program  Mgr. 
Eddie  Singleton,  Spec.  Care  Prog.  Mgr. 
Bruce  Harbaugh,  Spec.  Care  Prog.  Mgr. 
Veronica  Orr,  Spec.  Care  Prog.  Mgr. 
Betty  Jerald,  Spec.  Care  Prog.  Mgr. 


JACOBS®  DHHS. STATE. SC. US 
LEWI  S@DHHS.STATE.SC. US 
SINGLEE@DHH;S.STATE.SC.US 
HARBAUGH®  DHHS.STATE.SC.US 
ORRV@DHHS.STATE.SC. US 
JERALD@DHHS.STATE.SC.US 


If  you  need  to  determine  the  program  manager  assigned  to  your  practice,  please  call  the  Department  of  Physician 
Services  at  (803)  253-6134.  & 
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OMNIBUS  ADULT  PROTECTION  ACT:  REGIONAL  TRAINING 

The  Adult  Protection  Coordinating  Council  is  pleased  to  provide  training  on  the  act  for  health  and  human 
service  administrators  and  professionals,  long  term  care  administrators,  and  law  enforcement  personnel  who 
serve  the  elderly  and  persons  with  disabilities  who  may  be  at  risk  for  abuse,  neglect  or  exploitation. 

! The  training  will  help  participants  understand  (1)  the  Omnibus  Adult  Protection  Act,  (2)  mandated  reporters,  (3) 
what,  when  and  where  to  report,  (4)  the  role  of  the  investigative  entities,  and  (5)  immunity  for  good  faith 
i reporting  and  penalties. 

The  regional  training  in  the  upstate  will  be  held  April  18,  1996,  at  Palmetto  Expo  Center,  Exposition  Avenue, 
l Room  202 A,  Greenville  29206.  There  is  no  fee.  For  further  information,  contact  Linda  Lawson  at  (803)  253- 
6142  in  Columbia. 


SCMA  ANNUAL  MEETING,  1996 
APRIL  25-28, 1996 

The  Charleston  Place  Hotel  (Formerly  the  Omni) 

! As  this  newsletter  goes  to  press,  final  plans  are  under  way  for  the  148th  SCMA  Annual  Meeting  and  Scientific 
Assembly.  Currently,  approximately  250  physicians  are  preregistered  for  the  meeting.  Last  month’s  newsletter 
listed  some  new  events  and  highlighted  some  of  the  award  winners.  More  highlights  follow: 

{“Where  Goes  the  Managed  Care  Revolution ?”:  Humphrey  Taylor,  chairman  and  chief  executive  officer  of 
| Louis  Harris  and  Associates  will  be  our  special  featured  guest  speaker  this  year.  Mr.  Taylor  is  a world  renowned 
spokesperson  who  writes  a weekly  column  which  is  syndicated  in  over  100  newspapers.  Each  year,  he  directs 
many  surveys  of  health  consumers,  taxpayers,  physicians  and  other  health  care  providers,  employers  and 
legislators  on  a broad  range  of  health  care  issues  including  satisfaction,  access,  quality,  cost  and  cost-containment 
policies,  managed  care,  practice  patterns,  and  the  role  of  government  in  the  United  States  and  other  countries.  He 
is  scheduled  to  address  our  House  of  Delegates  Friday,  April  26,  1996.  Mr.  Taylor  will  discuss  one  of  the  most 
pressing  health  care  issues  of  the  year — managed  care. 

SCMA  Physician  Award  for  Community  Service : Cathcart  Smith,  MD,  of  Murrells  Inlet,  has  been  selected  as 
the  recipient  of  the  SCMA  Physician  Award  for  Community  Service. 

Dr.  Smith,  a retired  internist,  has  a long  history  of  dedicating  his  time  to  community  service.  In  1954  he  helped 
found  the  Coastal  Education  Foundation  which  raises  money  for  Coastal  Carolina  University  and  served  as 
chairman  of  the  state  Higher  Education  Commission.  Following  his  retirement  in  1985,  he  established  a free 
medical  clinic  at  Camp  Bakersville  which  is  now  named  Smith  Medical  Clinic  in  his  honor.  Dr.  Smith  is  past 
president  and  chairman  of  the  board  of  the  South  Carolina  Heart  Association,  recipient  of  the  Order  of  Palmetto 
of  South  Carolina  and  the  first  Duke  University  of  Medicine  Humanitarian  Award. 

Dr.  Smith  received  his  MD  degree  from  Duke  University  School  of  Medicine.  He  is  a member  of  the  American 
Heart  Association,  American  College  of  Physicians,  and  the  SCMA. 

Gala  President’s  Reception:  A special  event  on  Saturday  evening,  April  27,  1996,  is  a new  Gala  President’s 
Reception  honoring  the  1996-1997  SCMA  President,  Carol  S.  Nichols,  MD.  There  is  no  charge  for  this  exciting 
occasion. 

See  the  Schedule  of  Events  in  this  issue  of  The  Journal  for  a complete  list  of  social  activities,  business 
meetings  and  scientific  sessions . Be  sure  to  take  time  to  visit  the  78  exhibit  booths  before  and  after  meetings 
and  during  the  coffee  breaks.  And  if  you  have  not  preregistered,  call  the  SCMA  today! 

I a 
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UPDATE:  SCMA  WORKSHOPS 

Register  by  May  1,  1996,  for  a Medical  Terminology  Workshop  to  be  held  on  May  15,  1996,  at  the  Holiday  Inn 
Express  in  Columbia. 

Marie  Robertson  of  Midlands  Technical  College  will  teach  this  much-demanded  half-day  course  to  familiarize 
attendees  with  the  basics  of  medical  terminology.  Medical  office  and  administrative  staff  who  encounter  medical 
terminology  in  their  work  will  want  to  increase  their  understanding  of  these  terms  by  discussing  the  main 
functions  of  the  body  systems,  how  to  identify  and  analyze  word  roots,  suffixes  and  prefixes  used  to  describe  the 
organs  and  structures  and  more. 

Registration  begins  at  8:30  am  and  the  workshop  is  scheduled  from  9:00  am  to  12:00  noon.  For  information 
regarding  the  workshops  described  above,  contact  Ginny  Comer  at  the  SCMA,  extension  253,  (803)  798-6207  in 
Columbia,  or  1-800-327-1021  statewide. 


CAPSULES 

Hope  Grayson  (Mrs.  J.  Michael)  has  been  appointed  Chairman  of  the  American  Medical  Association  Alliance  (AMAA) 
Bylaws  Committee  for  1996-1997.  She  is  a former  president  of  the  SCMA  Alliance. 

SCMA  Medical  Student  member  Laura  A.  Basile  was  one  of  50  outstanding  young  medical  professionals  honored 
recently  by  the  AMA.  The  AMA/Glaxo  Wellcome  Achievement  Award  was  presented  to  her  for  her  many  excellent 
community  service  activities  on  behalf  of  the  student  body  at  her  school,  the  USC  School  of  Medicine  in  Columbia. 


MEDICARE  UPDATE 

(continued from  page  1) 


on  the  same  day.  HCFA  maintains  that  if  the  care  of 
two  physicians  is  medically  necessary.  Medicare  will 
pay  for  the  services  of  both.  However,  the  physicians 
must  be  of  different  specialties  and  they  must  be 
caring  for  different  conditions  for  the  concurrent 
services  to  be  considered  medically  necessary.  Be 
sure  both  physicians  report  different  diagnosis  codes 
to  indicate  they  are  caring  for  different  conditions. 


Lab  Tests  in  an  Automated  Profile  Must  be 
Medicalllx  Necessary:  Please  remember  that 

Medicare  only  pays  for  services  which  are  medically 
necessary.  This  includes  lab  tests  in  an  automated 
profile.  Medicare  will  verify  medical  necessity 
through  random  post  payment  audits.  During  the 
audit.  Medicare  will  review  medical  records  for 
documentation  supporting  the  medical  necessity  of 
lab  panels  ordered.  If  each  test  in  the  lab  panel  is  not 
medically  necessary,  then  payment  for  the  lab  panel 
will  be  recouped.  0 


4 


1996  DELEGATES  AND  ALTERNATES 


ABBEVILLE 

AIKEN 

ALLENDALE 

Alternate: 

ANDERSON 


Alternates: 


BAMBERG 

BARNWELL 

BEAUFORt 

BERKELEY 

Alternate: 

CHARLESTON 


Count\  Societies 

Grady  Oliver,  MD 
Not  available  at  press  time. 
Janet  McKissick,  MD 
Keith  Young,  MD 
Stuart  Barnes,  MD 
William  Buice,  MD 
John  Carey,  MD 
Carl  Geier,  MD 
Stephen  Hand,  MD 
Michael  Hellstrom,  MD 
J.  Keith  Stevens,  MD 
Thomas  Sullivan,  MD 
Don  Bryant.  MD 
Rajeev  Malik.  MD 
Thomas  Tuten,  MD 
Monnie  Singleton,  MD 
Richard  E.  Boyles,  Jr.,  MD 
Oswald  L.  Mikell,  MD 
H.  Timberlake  Pearce,  MD 
S.  O.  Schumann,  Sr.,  MD 
P.  O.  Shillinglaw,  MD 
David  B.  Adams,  MD 
Thomas  C.  Appleby,  MD 
Paul  Baron,  MD 
Nabil  K.  Bissada,  MD 
William  Brener,  MD 
Julian  T.  Buxton,  MD 
Joanne  M.  Conroy,  MD 
William  T.  Creasman,  MD 
Paul  M.  Deaton,  MD 
Bruce  M.  Elliott,  MD 
Lydia  A.  Engelhardt,  MD 
C.  Thomas  Fitts,  MD 
Robert  Fitts,  MD 
Waddell  H.  Gilmore,  MD 
George  D.  Grice,  MD 
Richard  H.  Gross,  MD 
David  M.  Habib,  MD 
Lucinda  Halstead,  MD 
Russell  A.  Harley,  MD 
Michael  D.  Hull,  MD 
Patrick  J.  Kelly,  MD 
Carol  K.  Klauber,  MD 
Clarence  W.  Legerton,  MD 
Leonard  Lichenstein,  MD 
G.T.  Little,  MD 
Christine  Lloyd,  MD 
Michael  A.  Maginnis,  MD 
Bright  McConnell,  III,  MD 
Edward  C.  Morrison,  MD 
Baird  D.  Oldfield.  MD 
Demetrios  Papadopoulos,  MD 
William  M.  Rambo,  MD 
Alexander  Ramsey,  MD 
Allan  A.  Rashford,  MD 
Carolyn  E.  Reed,  MD 
Frederick  E.  Reed,  Jr.,  MD 
Samuel  H.  Rosen.  MD 


Rudolph  B.  Rustin.  MD 
Eugene  D.  Rutland,  Jr..  MD 
Robert  Sade,  MD 
Graham  C.  Scott,  MD 
Steven  D.  Shapiro,  MD 
Richard  M.  Silver.  MD 
J.  Richard  Sosnowski,  MD 
Kenneth  M.  Spicer,  MD 
Robert  M.  Steinberg,  MD 
Mike  O.  Tyler,  MD 
Henry  C.  West,  MD 
Alternates:  John  R.  Hardy,  MD 

Janice  D.  Key,  MD 
Christopher  J.  Lahr,  MD 
Thomas  M.  Leland,  MD 
I.  Grier  Linton,  Jr.,  MD 
R.  Levem  Livingston,  MD 
John  F.  Sorrell.  MD 
Bruce  B.  Storrs,  MD 
G.  Frederick  Worsham,  MD 
CHEROKEE  Richard  Gardner,  MD 

CHESTER  Sam  Stone,  MD 

Alternate:  Edwin  T.  Hentz,  MD 

CHESTERFIELD  Winston  Godwin,  MD 
COLLETON  Frank  Biggers,  MD 

Michael  Hawkins,  MD 
COLUMBIA  Jose  Albert,  MD 

Myron  Bell,  MD 
Eloise  A.  Bradham,  MD 
Stacey  V.  Brennan,  MD 
Charles  S.  Bryan,  MD 
William  Cain,  Jr.,  MD 
C.  Guy  Castles,  III,  MD 
Belton  D.  Caughman,  MD 
Myles  D.  Davis,  MD 
Vincent  J.  Degenhart,  MD 
Alexander  G.  Donald,  MD 
John  L.  Eady,  MD 
Kathleen  P.  Flint,  MD 
Jeffrey  G.  Gross,  MD 
Thomas  E.  Hearon,  III,  MD 
Richard  M.  Helman,  MD 
Frampton  W.  Henderson,  MD 
Dixie  J.  Hines.  MD 
Edward  E.  Kimbrough,  MD 
Lawrence  Klein,  MD 
David  Koon,  MD 
Robert  Malanuk,  MD 
M.  F.  McFarland.  MD 
Jose  Albert,  MD 
William  J.  Neglia,  MD 
John  Popp,  MD 
Jane  D.  Rawl,  MD 
James  C.  Reynolds,  MD 
Victoria  Samuels,  MD 
C.  Alden  Sweatman,  MD 
Nguyen  D.  Thieu,  MD 
a"d.  Vallini,  MD 
John  L.  Ward,  MD 
Gerald  A.  Wilson,  MD 
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Alternates: 

Douglas  Markham,  MD 

Thomas  M.  Roesch,  MD 

William  R.  McWilliams,  MD 

Ted  J.  Roper.  MD 

Edward  G.  Mint/,  MD 

John  R.  Satterthwaite,  MD 

Chad  A.  Rubin,  MD 

Pam  S.  Snape,  MD 

Dennis  A.  Wilson,  MD 

Michael  D.  Stamm,  MD 

DARLINGTON 

Not  available  at  press  time. 

Eric  J.  Troutman,  MD 

DILLON 

Davis  Howell,  MD 

Joseph  11.  Wentzky,  MD 

Alternate: 

Suzanne  Black,  MD 

Morris  L.  Williams,  Jr.,  MD 

DORCHESTER 

William  Edwards,  MD 

Alternates: 

Bradford  S.  Collins.  MD 

Otis  Englemen,  MD 

Jesse  R.  Stafford,  MD 

Jeffrey  Fenwick,  MD 

GREENWOOD 

John  Funke,  MD 

Russell  Kitch,  MD 

John  R.  Hobson,  Ml ) 

William  Lomax,  MD 

F.  Gregory  Mappin,  MD 
Dennis  Murphy,  MD 

EDISTO- 

Rocco  D.  Cassone,  MD 

Dan  Robinson,  MD 

ORANGEBURG 

Gary  A.  Delaney,  MD 

Preston  Turner,  MD 

Edward  Ermini,  MD 

Ted  R.  Vaughn,  MD 

Steven  G.  Patterson,  MD 

Alternates: 

Phillip  Baker,  MD 

Gordon  W.  Weigle,  II.  MD 

David  Isenhower,  MD 

FAIRFIELD 

William  Burnham,  MD 

Ben  Kinard.  MD 

FLORENCE 

Gerald  Atwood,  MD 

David  Riley,  MD 

J.  P.  Booth,  MD 

Mark  Robirds,  MD 

William  Boulware,  MD 

Oliver  T.  Willard.  MD 

Debra  Demos,  MD 

HAMPTON 

Count  Pulaski,  MD 

C.  Morrison  Farish,  MD 

HORRY 

Marc  Binard,  MD 

Mark  Fox,  MD 

John  Charles,  MD 

James  Hammond,  MD 

Paul  Cohen,  MD 

Danny  Hyler,  MD 

Jim  Graham,  MD 

Sidney  Martin,  MD 

Mike  Mikolajczyk,  MD 

James  Mock,  MD 

John  Molnar,  MD 

Berry  Monroe,  MD 

Eric  Randall  Senn,  MD 

Mark  Steadman,  MD 

Frank  Sloan,  MD 

Alternates: 

Don  Behling,  MD 

Rich  Young,  MD 

Alan  Blaker,  MD 

Alternates: 

Jarratt  Lark.  MD 

Michael  Collins,  MD 

Rob  Speir,  MD 

Andrew  Floren,  MD 

Asbury  Williams,  MD 

GEORGETOWN 

Gerald  Harmon,  MD 

Eston  Williams.  Jr..  MD 

Lowell  McClary,  MD 

JASPER 

J.  M.  Bennett.  Jr.,  MD 

Wright  Skinner,  MD 

Alternate: 

Hector  Esquivel,  MD 

Alternates: 

Laurence  Ballou,  MD 

KERSHAW 

Alice  Brooks,  MD 

Craig  Brackett,  MD 

Yaz  Kuzbary,  MD 

B.  Lee  Jones,  MD 

Alternates: 

Don  Copley,  MD 

GREENVILLE 

E.  Vernon  Anderson,  MD 

LANCASTER 

Andrew  Pate,  MD 

Eric  J.  Baker,  MD 

Donna  Smith,  MD 

J.  Duncan  Burnette,  Jr.,  MD 

LAURENS 

Scott  Kellner,  MD 

William  R.  Craig,  III,  MD 

Steve  Wilson.  MD 

Glen  G.  Daves,  MD 

Alternates: 

William  Childers,  MD 

John  B.  Eberly,  MD 

Robert  D.  Mearns,  MD 

Sutton  L.  Graham,  II,  MD 

LEXINGTON 

Fred  Clemenz,  MD 

Donald  G.  Gregg,  MD 

Layne  Clemenz,  MD 

Raymond  V.  Grubbs,  MD 

Bob  Galphin,  MD 

Lyn  H.  Hammond,  MD 

Tripp  Jones,  MD 

Lloyd  E.  Hayes,  MD 

William  Moore,  MD 

William  B.  Jones,  MD 

Frank  Young,  MD 

Donald  G.  Kilgore,  MD 

Alternate: 

John  Black,  MD 

J.  Rutledge  Lawson,  MD 

MARION 

Hugh  Coleman,  MD 

Woodrow  W.  Long,  Jr.,  MD 

J.  S.  Garner,  MD 

Joseph  C.  McAlhany,  Jr.,  MD 

Alternates: 

A.  E.  Macasinag,  MD 

T.  Wayne  McDonald.  MD 

John  N.  Odom.  MD 

Patrick  B.  Mullen,  MD 

MARLBORO 

Not  available  at  press  time. 

James  B.  Page,  MD 

NEWBERRY 

Not  available  at  press  time. 

James  A.  Robbins,  MD 

OCONEE 

Ed  Booker.  MD 
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James  Pruitt,  MD 
F.  G.  Rao,  MD 

Alternates:  J.  N.  Cochran,  MD 

C.  A,  Paco,  MD 

PICKENS  J.  K.  Holcombe.  MD 

Sandra  W.  Lamberson,  MD 
Brad  Simpson,  MD 
RIDGE  Hugh  Morgan,  MD 

SPARTANBURG  Karen  A.  DeVore.  MD 
William  G,  DeVore.  MD 
Sami  Elhassani,  MD 
Gordon  France,  MD 
Ann  Kelly,  MD 
Mohammad  Ayub  Khan,  MD 
Harry  Kinard,  MD 
Ann  McCullough,  MD 
Sam  Reid.  Md" 

Milt  Sari  in,  MD 
Ben  Taylor,  MD 
Robert  H.  Taylor,  MD 
Auburn  Woods,  MD 

SUMTER-  Linwood  Bradford.  MD 

CLARENDON-  Perry  Davis, MD 
LEE  James  Ingram,  MD 

Usah  Lilivivat,  MD 
William  F.  Young,  MD 
Alternate:  Clarence  Coker,  MD 

UNION  Not  available  at  press  time. 

WILLIAMSBURG  Howard  Poston,  MD 
Alternate:  Harry  W.  Floyd,  MD 

YORK  Rion  Rutledge,  MD 

Rich  Richter,  MD 
James  Welsh,  MD 

Specialty  Societies 

SC  SOC.  OF  ALLERGY  & CLINICAL 
IMMUNOLOGY  Bruce  D.  Ball.  MD 
SC  SOCIETY  OF  ANESTHESIOLOGISTS 

Andrea  Williams,  MD 

SC  CARDIAC  & THORACIC  SURGICAL 
SOCIETY  John  Kratz,  MD 

Alternate:  John  Yarbrough,  MD 

SC  DERMATOLOGICAL  ASSOCIATION 
Kenneth  R,  Warrick,  MD 

SC  COLLEGE  OF  EMERGENCY  PHYSICIANS 

No  Delegate 

SC  ACADEMY  OF  FAMILY  PHYSICIANS 
Stoney  Abercrombie,  MD 
Alternate:  Albert  D.  Mims,  MD 

SC  SOCIETY  OF  INTERNAL  MEDICINE 
F.  Kay  Huntington,  MD 
SC  ASSOCIATION  OF  NEUROLOGICAL 
SURGEONS  Not  available  at  press  time. 

SC  NEUROLOGICAL  ASSOCIATION 
No  Delegate 

SC  SECTION,  AMERICAN  COLLEGE  OF 
OB/GYN  William  W.  Kellett.  MD 

Alternate:  Mark  H.  Salley,  MD 

SC  ONCOLOGY  SOCIETY 

John  S.  Ravita,  MD 

SC  SOCIETY  OF  OPHTHALMOLOGY 


Lowrey  P.  King,  MD 
Alternate:  Parker  Stokes.  MD 

SC  ORTHOPAEDIC  ASSOCIATION 
James  H.  Hill,  Jr.,  MD 
Alternate:  Willie  S.  Edwards,  Jr.,  MD 

SC  SOC.  OTO.,  HEAD  & NECK  SURGERY 
J.  David  Osguthorpe,  MD 
Alternate:  Paul  T.  Davis,  MD 

SC  SOCIETY  OF  PATHOLOGISTS 

Hans  Habermeier,  MD 
Alternate:  Edward  Catalano,  MD 

SC  CHAP.,  AMERICAN  ACADEMY  OF 
PEDIATRICS  Francis  Rushton.  MD 

Alternate:  Dane  Pierce,  MD 

SC  CHAP.,  AMERICAN  COLLEGE  OF 
PHYSICIANS  No  Delegate 
SC  SOC.,  PLASTIC  & RECONSTRUCTIVE 
SURGEONS  Steve  White,  MD 

SC  PHYSICAL  MEDICINE  AND 
REHABILITATION 

Greg  Jones,  MD 

Alternate:  David  Redmond,  MD 

SC  PSYCHIATRIC  ASSOCIATION 

No  Delegate 

SC  RADIOLOGICAL  SOCIETY 

H.  W.  (Woody)  Sanford. MD 
Alternate:  Jerry  D.  Rothstein,  MD 

SC  CHAP.,  AMERICAN  COLLEGE  OF 
SURGEONS  No  Delegate 

SC  SURGICAL  SOCIETY 

Not  available  at  press  lime. 

SC  THORACIC  SOCIETY 

No  Delegate 

SC  UROLOGICAL  ASSOCIATION 

Not  available  at  press  time. 

SC  VASCULAR  SURGICAL  SOCIETY 
Daniel  Rush,  MD 
Alternate:  DaveGatti.MD 

Other  Delegates  & Officers 

YOUNG  PHYSICIANS  SECTION 
Rich  Schmitt,  MD 
Alternate:  Jim  Mock,  MD 

RESIDENT  PHYSICIANS  SECTION 

Mark  Lyles,  MDMUSC,  DEAN, 
COLLEGE  OF  MEDICINE 

Layton  McCurdy,  MD 
use,  DEAN,  SCHOOL  OF  MEDICINE 
Larry  Faulkner,  MD 

MUSC,  MED.  STUDENT  SECTION  PRESIDENT 
Gerald  Johnson 

use,  MED.  STUDENT  SECTION  PRESIDENT 

George  Phillips 

SPEAKER  OF  THE  HOUSE 

Roger  A.  Gaddy,  MD 
VICE  SPEAKER  OF  THE  HOUSE 

William  H.  Hester,  MD 
PARLIMENTARIAN 

Robert  Milling,  MD 
IMMEDIATE  PAST  PRESIDENTS 

O.  Marion  Burton,  MD 
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Edward  W.  Catalano,  MD 
REP.,  STATE  BOARD  OF  MED.  EXAMINERS 
Hartwell  Z.  Hildebrand,  MD 
AMA  DELEGATES 

Daniel  W.  Brake,  MD 
Roger  A.  Gaddy,  MD 
J.  Chris  Hawk,  III,  MD 
Walter  J.  Roberts,  Jr.,  MD 
AMA  ALTERNATES 

O.  Marion  Burton,  MD 
Stephen  A.  Imbeau,  MD 
John  W.  Simmons,  MD 
S.  Nelson  Weston,  MD 
SCMA  BOARD  OF  TRUSTEES 

Benjamin  E.  Nicholson,  MD,  President 
Carol  S.  Nichols,  MD,  President-Elect 
Bryan  L.  Walker,  MD,  Secretary 
Stephen  A.  Imbeau,  MD,  Treasurer 
Richard  E.  Ulmer,  MD,  Trustee,  First  District, 
Vice  Chairman  of  the  Board 
John  B.  Johnston,  MD,  Trustee,  First  District 


S.  Nelson  Weston,  MD,  Trustee,  Second 
Dist.,  Chairman  of  the  Board 

Vasa  W.  Cate,  MD,  Trustee,  Second  District 

George  P.  Cone,  Jr.,  MD,  Trustee,  Third 
District 

Patricia  P.  Westmoreland,  MD,  Trustee, 
Fourth  District,  Clerk 

Boyce  G.  Tollison,  MD,  Trustee,  Fourth 
District 

R.  Duren  Johnson,  Jr.,  MD,  Trustee,  Fifth 
District 

Kenneth  F.  DeHart,  MD.  Trustee,  Sixth 
District 

Sompong  Kraikit,  MD.  Trustee,  Sixth  District 

J.  Capers  Hiott,  MD,  Trustee,  Seventh 
District,  Executive  Committee  Member-at- 
Farge 

Dallas  Lovelace,  III,  MD,  Trustee,  Eighth 
Distict 

Michael  W.  Holmes,  MD.  Trustee,  Ninth 
District 
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THE  PRESIDENT 

Mr.  Speaker,  delegates,  ladies  and  gentlemen. 
Last  year  in  my  inaugural  address  1 presented  to 
you  the  theme  of  my  presidency  — violence-free 
families.  To  begin  the  year,  the  president  of  the 
alliance,  Mrs.  Kiki  Sanford,  and  I held  a news 
conference  at  the  Annual  Meeting  announcing 
our  campaign  against  family  violence.  Mr.  Pete 
Strom,  former  United  States  Attorney,  partici- 
pated and  the  South  Carolina  media  was  well 
represented.  We  received  coverage  from  many 
newspapers  across  the  state,  as  well  as  television 
and  South  Carolina  Educational  Radio.  We  vis- 
ited The  State  newspaper  editorial  staff  and  this 
resulted  in  a lead  editorial.  I wrote  an  opinion- 
editorial  column  on  the  subject  of  family  violence 
which  was  published  in  The  Greenville  News. 

The  South  Carolina  Medical  Association 
(SCMA)  developed  a poster  to  display  in  doc- 
tors’ offices  and  another  to  display  in  schools  and 
health  departments  across  the  state.  These  have 
been  well  received  and  we  have  had  requests  for 
more. 

With  the  alliance,  SCMA  established  the  South 
Carolina  Coalition  For  Violence-Free  Families. 
This  coalition  is  composed  of  numerous  public 
and  private  organizations.  It  has  developed  a ref- 
erence book  which  includes  facts  about  family 
violence  and  points  out  barriers  to  the  identifi- 
cation of  abuse.  Interviewing  techniques,  diag- 
nostic procedures,  and  medical-legal  documen- 
tation are  discussed  in  the  reference  book.  The 
alliance  coordinated  a county-by-county  list  of 
agencies  and  telephone  numbers  which  is  also 
included  in  the  reference  book.  Funding  for  this 
book  has  been  supplied  by  a grant  from  the 
alliance.  This  month,  we  held  a press  conference 
to  announce  the  completion  of  this  book.  It  will 
be  mailed  to  physicians  who  are  likely  to  see 
family  violence  in  their  practice  and  to  other 
health  care  providers. 

We  dedicated  a special  issue  of  The  Journal  of 
the  South  Carolina  Medical  Association  to  fam- 
ily violence.  This  issue  included  articles  by  pro- 
fessionals across  the  state  covering  the  various 
aspects  of  family  violence. 


The  SCMA  and  South  Carolina  Office  of  the 
Attorney  General  jointly  sponsored  a campaign 
against  media  violence.  Attorney  General 
Charles  Condon  and  1 held  a news  conference  to 
announce  this  campaign.  I also  gave  a presen- 
tation on  family  violence  to  the  state-sponsored 
“Putting  Families  First”  conference  in  Columbia 
in  October.  In  addition,  I have  spoken  about  this 
issue  to  a number  of  county  medical  societies. 

These  activities  accomplished  our  goals  for  this 
year.  Further  activities  concerning  family  vio- 
lence will  depend  on  what  we  feel  is  needed,  and 
of  course,  on  our  available  financial  resources. 

Turning  to  other  issues,  managed  care  was  a 
hot  topic  this  year.  I participated  in  a number  of 
panel  discussions  and  a South  Carolina  Educa- 
tional Television  program  on  the  subject.  South 
Carolina  is  in  its  infancy  as  far  as  managed  care 
is  concerned.  I think  I can  safely  say  that  Med- 
icaid is  almost  certainly  going  to  some  system 
of  managed  care.  The  SCMA  will  be  involved, 
both  through  our  Physicians  Care  Network  and 
in  protecting  the  quality  of  health  care  in  the  state. 

In  conclusion,  I would  like  to  thank  you  for  the 
opportunity  to  serve  as  your  president.  It  has  been 
an  exciting  year.  We  have  accomplished  a lot,  but 
there  is  much  more  to  be  done.  1 wish  my  suc- 
cessor, Carol  Nichols,  the  best  and  will  help  in 
any  way  that  she  wishes.  As  I'm  sure  you  all 
know,  Carol  will  serve  as  our  first  female  pres- 
ident.She  will  bring  fresh  perspectives  and 
strengths  to  the  office. 

Benjamin  E.  Nicholson,  MD 
President 

THE  SECRETARY 

I am  happy  to  report  that  membership  in 
the  South  Carolina  Medical  Association 
(SCMA)  continues  to  be  very  good.  Although 
the  total  number  of  physicians  in  the  state 
dropped  from  6,725  to  6,668,  SCMA 
membership  rose  from  3,408  to  3,473  as  of 
February  21,  1996.  Also,  enrollment  in  the 
South  Carolina  Political  Action  Committee 
(SOCPAC)  has  increased  from  658  to  768  and 
membership  in  the  South  Carolina  Institute 
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for  Medical  Education  and  Research 
(SCIMER)  rose  from  656  to  695.  State 
membership  in  the  American  Medical 
Association  (AMA)  is  also  up  from  2.579  last 
year  to  2,657  as  of  January  31,1 996. 

While  these  are  figures  we  can  be  proud  of, 
there  is  still  a large  percentage  of  physicians 
who  are  not  part  of  organized  medicine.  With 
the  changes  to  our  profession  and  to  the 
health  care  delivery  system  occurring  at  an 
ever  increasing  rate,  we  need  more  than  ever 
to  present  a united  front.  In  today’s  climate 
the  concern  for  quality  has  certainly  taken  a 
back 

seat  to  monetary  concerns.  I feel  strongly  that 
maintenance  of  quality  in  patient  care  will  be, 
as  it  always  has  been,  the  responsibility  of 
physicians  and  associations.  We  can  do  this 
only  through  strength,  and  there  is  strength  in 
numbers.  Please  encourage  your  colleagues  to 
join  and  actively  participate  in  organized 
medicine  at  local,  state,  and  national  levels. 

Thank  you  for  allowing  me  to  serve  as  your 
secretary. 

Bryan  L.  Walker,  MD 
Secretary 

THE  TREASURER 

As  I complete  my  first  year  as  treasurer  of  the 
South  Carolina  Medical  Association  (SCMA), 
I would  like  to  present  a short  report  about  the 
SCMA’s  financial  condition.  A more  compre- 
hensive report  will  be  presented  to  the  1996 
House  of  Delegates  in  Charleston. 

For  the  year  ending  June  30,  1 995,  the  SCMA 
had  net  revenue  over  expenses  of  $164,060 
including  depreciation  expense  of  $45,902. 
Adjusting  for  depreciation,  we  showed  a cash 
increase  from  operations  of  $209,962.  The 
SCMA  had  a fund  balance  of  $1,424, 109  as  of 
June  30,  1995. 

The  SCMA's  current  financial  condition  for  the 
seven  months  ending  January,  1996,  projects  a 
positive  financial  position.  At  the  end  of  January, 

1 996,  the  SCMA  had  revenue  over  expenses  of 
$186,633. 

The  investment  policies  of  the  SCMA  and  its 
affiliates  have  continued  in  a similar  manner  to 


past  years,  with  diversified  investments  in  fed- 
eral treasury  and  agency  notes  and  money  mar- 
ket funds. 

We  have  a history  of  operating  on  a sound 
financial  basis  and  we  should  continue  to  do  so. 

For  the  fiscal  year  ending  June,  1 996,  we  pro- 
ject a surplus  of  revenue  over  expenses. 

I thank  the  membership  for  the  privilege  of 
serving  as  your  treasurer  for  the  past  year. 
Stephen  A.  hnheau,  MD 
Treasurer 

THE  CHAIRMAN  OF  THE  HOARD 

The  South  Carolina  Medical  Association 
(SCMA)  has  thrived  this  past  year  under  the  lead- 
ership of  Ned  Nicholson.  His  theme  of  “Vio- 
lence-Free Families”  has  been  well  received 
throughout  the  state  and  in  physicians’  offices. 
A problem  that  has  been  swept  under  the  rug  for 
many  years  is  now  in  the  open  and  we  should  be 
well  educated  as  to  how  to  handle  the  problem. 

The  ebb  and  flow  of  health  system  changes  con- 
tinue.  It  is  amazing  that  what  seemed  so  pre- 
dictable and  pertinent  last  year  is  no  longer  on 
the  front  burner.  Your  board  has  been  diligent  in 
identifying  issues  they  perceive  most  important 
and  I will  stress  some  of  these  in  this  report. 

The  resolution  regarding  school  health  clinics 
was  sent  back  to  the  board  by  the  House  of  Del- 
egates last  year.  The  board  elected  to  oppose 
school  health  clinics  because  this  forum  denies 
the  student  a medical  home  which  compromis- 
es care  and  because  there  is  a potential  of  clin- 
ics taking  advantage  of  the  reimbursement  sys- 
tem. We  hope  that  you  will  accept  this  report. 

In  addition,  you  will  Find  a report  from  the  Con- 
stitution and  Bylaws  Committee  that  recom- 
mends a change  in  the  bylaws  that  does  not 
require  membership  in  a component  local  med- 
ical society.  Your  board  was  uncomfortable  with 
a bylaw  that  we  had  difficulty  enforcing  and  rec- 
ommends the  changes.  Again,  we  hope  that  this 
report  meets  with  your  approval. 

We  have  earnestly  maintained  a working  rela- 
tionship with  the  hospital  association  but  have 
had  some  difficulty  in  completely  supporting  a 
provider  sponsored  organization  that  is  led  by 
hospital  administrators.  The  board  has  support- 
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ed  a position  that  if  provider  sponsored  organi- 
zations are  to  become  real  players  in  the  chang- 
ing health  care  environment,  they  should  be  man- 
aged by  physicians.  Hospitals  are  by  far  the  most 
expensive  element  in  the  health  systems  cost 
equation  and  for  that  reason  alone,  hospital  led 
provider  sponsored  organizations  create  an  ele- 
ment of  self-interest  that  would  be  hard  to  over- 
come. 

The  Physicians  Care  Network  is  a success,  and 
we  are  now  entering  into  serious  negotiations 
with  Preferred  Health  Choice.  Inc.,  and  forming 
our  own  health  maintenance  organization.  This 
is  an  exciting  endeavor  that  will  enable  us  to  have 
a built-in  sales  force  of  over  800  agents  in  the 
state  to  sell  our  product  to  the  consumer.  You  will 
receive  much  more  information  about  this 
endeavor  at  the  Annual  Meeting  and  I believe 
that  you  will  be  pleased. 

For  the  past  several  years,  the  Medicaid  pro- 
gram has  consumed  a lot  of  time  and  effort  begin- 
ning with  the  development  of  the  Palmetto 
Health  Initiative  which  has  been  put  on  hold 
except  for  a few  pilot  programs.  Now  we  have 
the  potential  for  block  grants.  We  have  been 
asked  by  the  Department  of  the  Health  and 
Human  Services  to  form  an  interspecialty  Med- 
icaid reimbursement  advisory  committee.  This 
committee’s  charge  is  to  advise  the  Department 
of  Health  and  Human  Services  about  the  assign- 
ment of  physician  dollars  in  the  Medicaid  bud- 
get. In  addition,  they  will  advise  the  SCMA 
board,  who  in  turn  will  advise  the  Department 
of  Health  and  Human  Services,  the  legislature 
and  the  governor  on  the  best  way  to  provide  effi- 
cient services  to  the  Medicaid  population. 
Already,  this  committee  has  sent  you  a resolu- 
tion calling  for  the  equalization  of  payments  for 
office  encounters  whether  it  be  in  private  prac- 
tice, rural  health  clinics,  both  independent  and 
provider  based,  and  federally  qualified  health 
clinics.  The  inequities  they  mention  are  abusive 
and  should  be  corrected. 

While  there  are  many  good  things  happening 
in  your  organization,  there  are  some  predictable 
problems.  The  schism  between  the  specialty 
organizations  and  primary  care  and  particular- 
ly, family  practice,  are  widening.  Many  specialty 


REPORTS 

societies  have  elected  to  have  their  own  lobby- 
ists at  the  state  house.  This  is  effective  when  we 
support  the  same  project  but  confusing  when  we 
doctors  have  different  viewpoints.  A prime 
example  of  this  schism  is  the  any  willing  provider 
or  point  of  service  legislation  that  is  in  the  Gen- 
eral Assembly  this  year.  Specialists  support  it  and 
family  practitioners  oppose  it.  The  SCMA  is 
caught  in  the  middle,  and  we  are  monitoring  the 
situation  as  we  represent  all  of  you.  You  will 
recall  this  past  year  the  board  sent  you  a reso- 
lution, the  Managed  Care  Improvement  Act,  that 
you  approved.  This  bill  has  been  discussed  ad 
infinitum.  Because  of  the  above  mentioned  prob- 
lems and  failing  to  get  a consensus  of  approval, 
the  point  of  service  part  of  the  legislation  has 
been  dropped.  Now  we  are  negotiating  with  the 
Chamber  of  Commerce  and  other  interested  par- 
ties regarding  the  efficacy  of  pursuing  legislation 
that  deals  with  due  process  and  hold  harmless 
agreements.  There  is  a widely  held  belief  that  the 
marketplace  will  take  care  of  these  problems,  and 
we  will  be  able  to  negotiate  a due  process  pro- 
vision and  eliminate  the  hold  harmless  clauses 
without  going  through  the  legislative  process. 
Time  will  tell  but  one  thing  is  certain.  We  will 
not  be  able  to  get  legislation  passed  if  we  are  not 
a cohesive  group.  As  Bart  Barone  stated  sever- 
al years  ago,  “united  we  stand,  divided  we  fall.” 
This  statement  has  never  been  more  relevant. 

It  has  been  my  privilege  to  serve  as  the  Chair- 
man of  the  Board  of  Trustees  for  the  past  four 
years.  We  have  an  effective  organization  that 
commands  respect  throughout  the  state  and  coun- 
try. It  is  managed  by  a chief  executive  officer  who 
is  as  knowledgeable  about  the  health  care  issues 
as  anyone  in  the  state.  Bill  Mahon  has  accumu- 
lated a staff  par  excellence.  The  doctors  of  the 
state  are  getting  a huge  bang  for  their  buck.  I urge 
you  to  participate  and  become  united  for  what  is 
in  the  best  interest  of  our  patients. 

Thank  you  for  the  opportunity  to  serve  and  I 
look  forward  to  the  coming  challenges. 

S.  Nelson  Weston , MD 

Chairman  of  the  Board 

THE  SPEAKER  OF  THE  HOUSE 

The  148th  Annual  Meeting  and  Scientific  Assem- 
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bly  of  the  South  Carolina  Medical  Association 
(SCMA)  will  he  held  April  25  - 28,  1996,  at  the 
Charleston  Place  Hotel.  The  schedule  for  the 
clinical  sessions,  social  gatherings,  and  the 
SCMA  House  of  Delegates  has  been  carefully 
arranged  to  allow  you  to  participate  in  all  activ- 
ities to  the  fullest  extent. 

Dr.  Jim  Haynes  and  the  Continuing  Medical 
Education  (CME)  Committee  have  arranged  an 
outstanding  array  of  speakers  to  update  us  in  var- 
ious aspects  of  medicine.  We  will  have  a plenary 
session  on  “Infectious  Disease,”  and  a workshop 
on  “Capitation  Issues  in  Managed  Care,”  and 
“What's  New  In  . . .?”  sessions  on  Thursday 
afternoon  will  present  a variety  of  topics  in  con- 
densed 20-minute  lectures.  In  addition,  there  will 
be  a symposium  on  “Cardiopulmonary  Reha- 
bilitation" and  scientific  sessions  presented  by 
the  South  Carolina  Dermatological  Association 
and  the  South  Carolina  Chapter  of  the  American 
Academy  of  Pediatrics.  We  are  also  pleased  that 
Dr.  Dean  Ornish  with  the  Preventive  Medicine 
Research  Institute  in  Sausalito,  California,  will 
present  a workshop  on  “Reversal  of  Coronary 
Artery  Disease  by  Diet  and  Lifestyle  Change.” 
At  least  1 1 specialty  societies  will  also  have  sci- 
entific sessions  which  offer  updates  on  a wide 
variety  of  subjects.  Fourteen  CME  credit  hours 
can  be  obtained  beginning  Thursday  afternoon 
and  extending  through  Saturday  afternoon. 

Special  guests  for  the  week  will  include  Dr. 
John  Seward,  former  Chairman  of  the  Board  and 
soon  to  be  Executive  Vice  President  of  the  Amer- 
ican Medical  Association  (AMA);  Dr.  David 
Bruton,  President  of  the  North  Carolina  Medi- 
cal Society;  Dr.  Ralph  Tilman  of  the  Medical 
Association  of  Georgia;  and  Dr.  J.  E.  Hill,  Pres- 
ident of  the  Southern  Medical  Association. 

On  Saturday  evening,  we  will  have  a Presi- 
dent's Gala  Reception  honoring  Dr.  Carol 
Nichols.  This  is  a change  from  past  agendas.  The 
SCMA  Board  of  Trustees  felt  that  because  of  the 
shortened  meeting  time,  it  would  be  more 
appropriate  to  have  a reception  for  the  incoming 
president,  in  order  to  give  all  attendees  an  addi- 
tional free  evening  for  personal  activities.  We 
encourage  all  participants  to  attend  the  reception 
to  honor  Dr.  Nichols. 


Your  Board  of  Trustees,  officers,  and  staff  have 
worked  hard  this  year  to  implement  those  reso- 
lutions and  recommendations  adopted  by  the 
I louse  of  Delegates  at  its  1 995  Annual  Meeting. 
The  status  of  these  actions  is  included  in  a length- 
ier version  of  my  report  in  the  House  of  Dele- 
gates handbook  and  to  some  extent  in  the  report 
submitted  by  the  chief  executive  officer  and  the 
chairman  of  the  board. 

Our  profession,  through  the  grassroots  orga- 
nizations of  the  SCMA  and  AMA,  helped  influ- 
ence our  congressional  representatives  and  sen- 
ators to  realize  that  the  last  thing  American 
medicine  needs  is  more  government  bureaucracy. 
Your  president,  president-elect,  chairman  of  the 
board,  and  key  staff  members  have  accessibili- 
ty and  credibility  with  our  congressional  dele- 
gation in  Washington  and  our  legislators  in 
Columbia.  As  we  review  our  progress  this  past 
year,  we  owe  a great  debt  of  gratitude  to  our  hard- 
working Chief  Executive  Officer,  Mr.  Bill 
Mahon,  and  his  staff  members  who  serve  us  so 
well.  Without  the  hard  work  and  dedication  of 
these  men  and  women,  we  would  not  have  our 
efficient,  successful  organization.  When  you  see 
them  at  this  meeting,  I encourage  you  to  thank 
them  for  all  that  they  do  for  all  of  us. 

The  SCMA  House  of  Delegates  is  a forum  to 
present  our  individual  and  collective  viewpoints. 
As  resolutions  are  debated  in  reference  com- 
mittees and  on  the  House  floor,  our  decisions 
should  be  based  on  sound  analysis  of  these  issues 
and  consequences,  ever  mindful  that  the  deci- 
sions we  make  will  impact  patients  and  physi- 
cians in  South  Carolina.  I am  proud  to  be  a mem- 
ber of  the  AMA,  the  SCMA  and  the  House  of 
Delegates.  Thank  you  again  for  letting  me  serve. 
Roger  A.  Gaddy,  MD,  Speaker  of  the 
House 

TRUSTEE,  FIRST  MEDICAL  DISTRICT 

It  has  been  my  pleasure  to  serve  on  the  South 
Carolina  Medical  Association  (SCMA)  Board  of 
Trustees  as  a rural  trustee  for  the  First  Medical 
District.  It  has  been  again  a most  productive  year 
for  the  SCMA  and  the  rural  area  of  the  First  Med- 
ical District. 

Colleton  Regional  Hospital  continues  to  recruit 
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new  physicians  into  Colleton  County.  Again.  I 
have  been  talking  to  these  new  physicians  about 
joining  the  SCMA  and  also  about  enrolling  in  the 
Physicians  Care  Network  (PCN).  I feel  that  we 
continue  to  have  good  participation  with  respect 
to  the  SCMA  and  there  remains  a lot  of  interest 
in  PCN  in  the  rural  area  of  the  First  Medical  Dis- 
trict. We  continue  to  follow  developments  with 
regard  to  the  network  carefully. 

Needless  to  say.  we  are  seeing  a lot  of  activi- 
ty with  health  maintenance  organizations 
(HMOs)  and  HMO  contracts.  I would  like  to 
thank  our  staff  at  SCMA  Headquarters  for 
answering  many  questions  for  me  that  have  come 
from  constituents  and  that  have  helped  SCMA 
members  with  regard  to  signing  these  contracts. 

I look  forward  to  continuing  to  support  the 
SCMA  and  working  as  diligently  as  I can  not 
only  for  the  physicians  of  the  First  Medical  Dis- 
trict. but  for  all  physicians  in  our  state. 

John  B.  Johnston,  MD 
Trustee,  First  Medical  District 

TRUSTEE,  FIRST  MEDICAL  DISTRICT 
(METROPOLITAN) 

Managed  care  is  rapidly  becoming  a reality  in 
the  lowcountry.  Healthsource,  US  Healthcare, 
Hospital  Corporation  of  America/Columbia 
(HCA).  and  others  are  contracting  with  local 
physicians. 

The  alliance  between  HCA/Columbia  and  the 
Medical  University  of  South  Carolina  (MUSC) 
seems  to  be  close  to  a reality  and  Roper/Bon  Sec- 
ours  St.  Francis  is  negotiating  in  response  to  it. 
The  East  Cooper  Hospital  is  apparently  biding 
its  time. 

Most  physicians  are  joining  one  “camp”  or  the 
other  by  selling  their  practices,  joining  one  of  the 
two  independent  practice  associations  (IPA)  or 
coalescing  into  larger  groups  such  as  the  40  plus 
member  primary  care  group  associated  with 
Roper/Bon  Secours  St.  Francis.  HCA/MUSC 
and  Roper/Bon  Secours  St.  Francis  are  dis- 
cussing arrangements  with  hospitals  and  physi- 
cians in  surrounding  towns  and  communities. 

Physician  collegiality  is  being  strained  in  sev- 
eral ways.  Stress  between  primary  care  and  spe- 
cialty physicians  is  increasing,  and  it  seems  prob- 


able that  the  physicians  associated  with  the  two 
major  factions  will  have  increasing  pressure 
applied  to  function  within  their  respective  groups. 

As  elsewhere,  the  medical  pot  is  boiling  briskly. 
Richard  E.  Ulmer,  MD 
Trustee,  First  Medical  District 
(Metropolitan) 

TRUSTEE,  SECOND  MEDICAL  DISTRICT 

Over  the  past  year,  the  South  Carolina 
Medical  Association  (SCMA)  has  been  very 
busy  in  a number  of  areas.  Our  Physicians 
Care  Network  has  been  made  more  attractive 
to  the  primary  care  physicians  with  a non-risk 
sharing  product  that  does  not  withhold  12 
percent  from  your  reimbursement.  New 
employer  contracts  have  also  been  signed.  We 
need  to  encourage  our  nonparticipating 
colleagues  to  sign  contracts  with  the  network. 
In  addition,  you  will  be  receiving  information 
soon  on  the  new  Carolina  Physicians  Care 
health  maintenance  organization. 

In  the  legislature,  we  have  achieved  some 
successes  which  are  discussed  in  the  SCMA 
Legislative  Committee’s  report. 

SCMA  Financial  Services,  Inc.,  offers  a 
number  of  programs  including  the  Members' 
Insurance  Trust  which  is  a group  health 
insurance  plan  through  the  SCMA.  The 
premiums  recently  have  been  reduced  12 
percent!  SCMA  Financial  Services,  Inc.,  also 
offers  investing  and  retirement  plan  services. 

Encourage  your  spouse  to  join  the  SCMA 
Alliance.  Working  together  through  the 
SCMA,  we  can  maintain  the  quality  of 
medical  care  in  South  Carolina. 

Thank  you  for  allowing  me  to  serve  on  the 
SCMA  Board  of  Trustees. 

Vasa  W.  Cate,  MD 

Trustee,  Second  Medical  District 

TRUSTEE,  FOURTH  MEDICAL  DISTRICT 

The  upstate,  particularly  in  our  corner  of  the 
state,  has  become  very  involved  in  preparing 
for  managed  care  this  year.  We  have  had  an 
increase  in  managed  care  patients  as  well  as 
activities  by  managed  care  organizations. 
There  has  been  a large  number  of  physician 
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practices  purchased  by  hospitals  and,  in 
particular,  primary  care  physicians.  The 
hospitals  have  begun  to  network  with  several 
small  hospitals.  In  our  area.  Baptist  Medical 
Center/Easley,  Cannon  Memorial,  and 
Oconee  Memorial  have  joined  with  Laurens, 
St.  Francis,  and  Mary  Black,  to  form  a large 
regional  network  to  provide  care  and  serve  as 
one  large  insurance  base  of  operation.  At  the 
same  time,  most  hospitals  have  formed  their 
own  physician  hospital  organizations  (PHOs) 
and  have  begun  networking  among  the  PHOs. 

1 have  attended  all  the  board  meetings  this 
year  and  am  now  serving  on  the  Board  of 
Directors  of  Carolina  Physicians  Care. 

Boyce  G.  Tollison,  MD 

Trustee,  Fourth  Medical  District 

TRUSTEE,  FIFTH  MEDICAL  DISTRICT 

The  time  has  come  once  again  for  physicians 
in  South  Carolina  to  get  together,  conference  and 
network,  and  assess  their  professional  progress 
since  our  last  Annual  Meeting  and  think  about 
the  future  and  the  road  ahead. 

In  this  report  last  year,  I attempted  to  outline  a 
number  of  ways  in  which  not  only  physicians  of 
the  Fifth  Medical  District,  but  all  physicians  of 
South  Carolina  could  respond  and  act  to  promote 
their  profession  and  to  preserve  their  societal 
standing  as  physicians  and  patient  advocates.  Lit- 
tle has  changed  in  the  past  12  months  except  to 
say  that  the  forces  which  are  shaping  our  future 
are  more  powerful  and  more  far  reaching  than 
ever  before.  South  Carolina  as  a state  continues 
to  remain  ripe  for  business  development  by  man- 
aged care  and  for-profit  hospital  corporations. 
Increasingly,  in  the  eyes  of  many  managed  care 
and  hospital  corporate  executives,  physicians  lack 
the  unity,  business  skills,  administrative  and  orga- 
nizational skills,  and  capital  to  make  any  real  sig- 
nificant impact  on  how  medical  care  will  be  ren- 
dered in  the  future.  This  is  fallacious  thinking! 

This  year  is  an  election  year,  and  we  will  not 
only  choose  a president  but  we  also  have  the 
opportunity  to  elect  new  members  of  state  and 
federal  legislatures.  The  Republican  victories  in 
the  House  and  Senate  in  1994  should  have  taught 
us  all  the  power  of  the  vote  in  dramatically 


changing  the  political,  social,  and  economic  land- 
scape of  our  country. 

I never  met  a physician  that  didn’t  have  polit- 
ical opinions!  My  message  to  you  this  year  is  get 
out  and  vote  and  encourage  your  colleagues  to 
vote.  Meet  and  get  to  know  the  political  candi- 
dates. If  you  do  not  already  know  your  local  rep- 
resentatives on  a first  name  basis,  now  is  a good 
time  to  get  to  know  them.  Contribute  to  cam- 
paigns of  the  candidates  you  support  or  alter- 
natively to  the  political  parties  and  political  action 
committees  ( PACs)  that  you  support.  Our  voice 
is  heard  in  Washington,  and  can  continue  to  be 
heard  in  Washington  as  well  as  in  Columbia  but 
only  if  you  talk  to  the  politicians,  support  your 
favorites  with  your  contributions,  and  vote  for 
them  when  the  time  comes. 

I appreciate  support  of  the  physicians  of  the 
Fifth  Medical  District  in  this  past  year  and  look 
forward  to  serving  you  again  in  1996. 

R.  Duren  Johnson , MD 

Trustee,  Fifth  Medical  District 

TRUSTEE,  SEVENTH  MEDICAL  DIS- 
TRICT 

As  I write  this  report,  our  district  as  well  as  the 
South  Carolina  Medical  Association  (SCMA) 
has  mourned  the  death  of  one  of  our  past  presi- 
dents from  Sumter,  Dr.  Norman  O.  Eaddy.  Since 
the  time  Dr.  Eaddy  was  president  of  the  SCMA 
in  1968  we  have  seen  tremendous  technological 
advances  that  have  changed  for  the  better  the  way 
we  practice  medicine.  Now  we  witness  all  sorts 
of  external  influences  in  the  form  of  politics, 
insurance,  managed  care,  and  other  ancillary 
groups  that  are  trying  to  dispense  and  regulate 
medical  care.  The  changes  that  we  now  see  influ- 
encing medical  practice  are  not  set  up  with  the 
best  interest  of  the  patient  in  mind  but  with  the 
best  interest  of  the  insurance  company  or  health 
maintenance  organization’s  (HMO)  bottom  line 
as  the  guiding  principle.  In  our  county,  as  pari  of 
some  of  these  changes,  we  have  seen  the  for- 
mation of  a physician  hospital  organization  set 
up  to  deal  with  HMOs  and  contractual  matters. 
I have  tried  to  keep  the  physicians  of  our  district 
informed  on  those  issues  that  are  affecting  the 
way  we  practice  medicine.  I welcome  any  input 
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or  comment  from  the  various  groups  of  physi- 
cians or  individual  physicians  because  then  we 
can  address  the  issues  through  the  SCMA  from 
a standpoint  of  unity  and  strength.  I thank  you 
for  the  privilege  of  serving  as  your  district  trustee 
on  the  board  and  as  a member  of  the  executive 
committee  of  the  board. 

./.  Capers  Hiott,  MD 

Trustee,  Seventh  Medical  District 

TRUSTEE,  EIGHTH  MEDICAL 
DISTRICT 

Medicine  continues  to  change  significantly 
every  day.  The  technological  advances,  as 
well  as  the  research  advances,  are  awesome. 
It  is  our  duty  and  responsibility  to  keep 
current  in  all  these  areas  so  we  are  offering 
the  best  medical  care  to  our  patients. 

The  United  States  currently  offers  the  best 
medical  care  available  in  the  world  to  the 
largest  percentage  of  our  population.  We  must 
do  what  is  necessary  to  maintain  and  improve 
that  level  of  care.  Our  patient  responsibilities 
require  us  to  offer  the  best  medical  care  in  the 
most  cost  effective  manner.  This  requires  our 
utmost  attention  to  all  of  the  managed  care 


initiatives,  and  we  must  join  our  patients  in 
the  fight  to  ensure  they  receive  the  best 
medical  care.  Part  of  the  responsibility 
requires  we  keep  abreast  of  legislation  and 
support  appropriate  efforts.  At  this  writing, 
there  is  an  initiative  in  the  South  Carolina 
Senate  to  pass  the  “Patient  Protection  Bill."  I 
believe  this  is  a bill  we  should  aggressively 
support.  It  is  particularly  important  to  our 
rural  patients,  and  since  all  of  our  district  is 
rural  we  need  to  aggressively  work  with  our 
patients  for  this  bill's  passage. 

Another  area  of  opportunity  is  the 
legislative  bill  requiring  licensing  of  persons 
taking  x-rays  (allowing  some  exemptions). 
This  is  a bill  that  1 believe  will  serve  our 
patients  well.  Our  rural  patients  deserve  the 
same  high  quality  care  as  any  urban  patient. 
Thi  s means  they  have  the  right  to  feel 
confident  that  the  x-ray  studies  they  have  are 
of  diagnostic  quality.  Training  to  accomplish 
this  is  required.  The  properly  trained  persons 
are  available  in  rural  areas.  Quality  care  of 
our  patients  is  our  first  concern. 

Dallas  Lovelace , III , MD 

Trustee,  Eighth  Medical  District 
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THE  CONSTITUTION  AND  BYLAWS 
COMMITTEE 

The  requirement  that  a South  Carolina 
Medical  Association  (SCMA)  member  must 
also  be  a member  of  the  local  county  medical 
society  has  been  carefully  studied  by  the 
SCMA,  and  your  bylaws  committee  has 
reviewed  the  results  of  this  study  in  depth.  It 
is  our  conclusion  that  this  requirement  is 
technically  unenforceable.  We  recommend 
that  the  bylaws  be  revised  to  eliminate  the 
requirement  for  component  local  medical 
society  membership  as  a prerequisite  for 
SCMA  membership.  Membership  would  still 
be  required  in  the  component  local  medical 
society  for  a regular  member  to  be 
recommended  for  Honorary  and  Disabled 
membership  and  to  serve  as  a delegate. 

1.41  REGULAR  MEMBERS.  Regular 
members  shall  be — members — e4 
component  local  medical  societies  and 
fulfill  the  following  requirements:  A) 
possess  the  degree  of  Doctor  of 
Medicine  or  Osteopathy,  or  its 
equivalent;  and  B)  possess  a license  to 
practice  medicine  or  surgery  in  South 
Carolina. 

1.411  ADMISSION.  Any  physician  who +s-a 
member — i-H — good — s t a n ding — e4— a 
component  local  medical  society  and 
who  has  paid  annual  dues  to  the 
Association  shall  be  a member  of  the 
Association. 

1.332  MEMBERSHIP.  Members  of  the 

compo  nent tH++4 o4  Resident 

Physicians  must  hold  concurrent 


membership  with  the 

} Association.  In 

lllUov  UUlllULMlUIll 

membership  for  Resident  Physicians 

at  reduced  dues,  in  good  standing  with 
their  residency  program  will  be 
permitted  direct  membership  in  the 
Association  and  its  component  unit  of 
Resident  Physicians  until-sueh  time  as 
active  membership  in  the  component 


local  medical  society  is  available. 

It  has  been  our  privilege  to  serve  you  this 
past  year. 

William  II.  Hester,  Ml),  Chairman 

THE  CONTINUING  MEDICAL  EDUCA- 
TION COMMITTEE 

The  South  Carolina  Medical  Association 
(SCMA)  Continuing  Medical  Education  (CME) 
Committee  has  continued  to  be  busy  in  its  accred- 
itation activities  over  the  past  year,  and  we  cur- 
rently have  16  SCMA-accredited  institu- 
tions/organizations in  the  state  as  sponsors  of 
Category  I American  Medical  Association 
(AMA)  Physicians  Recognition  Award  (PRA) 
programs  for  physicians.  At  the  present  time,  one 
application  for  accreditation  is  pending. 

We  are  pleased  to  advise  that  since  our  last  report 
to  you,  the  SCMA  applied  for  and  was  awarded 
continued  recognition  as  an  intrastate  accreditor 
by  the  Accreditation  Council  for  Continuing 
Medical  Education  (ACCME)  Committee  for 
Review  and  Recognition  for  a four-year  period. 
The  committee  was  notified  of  this  approval  in 
September  following  a site  visit  in  mid-summer. 
We  are  grateful  to  the  SCMA  Board  of  Trustees 
for  its  support  of  our  activities. 

We  have  been  very  involved  with  preparing  for 
the  1996  Annual  Meeting  Scientific  Assembly. 
We  are  pleased  to  have  available  a maximum  of 
14  hours  of  AMA  Category  1 credit  approved  by 
the  Medical  University  of  South  Carolina,  begin- 
ning with  the  popular  What’s  New  In...?  session 
on  Thursday  afternoon  and  continuing  with 
SCMA  workshops,  plenary  sessions  and  spe- 
cialty society  sessions  through  Saturday  after- 
noon. 

The  committee,  with  the  help  of  the  Medical 
University  of  South  Carolina  and  in  response  to 
a survey  of  attendees  last  year,  has  arranged 
demonstrations  on  computer  applications  in 
medicine.  These  demonstrations  will  be  held  in 
the  rear  of  the  Grand  Hall  and  will  be  available 
all  day  on  Friday.  April  26.  No  CME  credit  will 
be  available  for  these  demonstrations. 

I appreciate  the  opportunity  to  continue  to  serve 
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as  chairman  of  this  committee  and  am  grateful 
for  the  valuable  assistance  this  year  of  Vice 
Chairman  Stoney  Abercrombie,  and  the  dedi- 
cation of  the  committee  members. 

James  L.  Haynes,  MD,  Chairman 
Stoney  A.  Abercrombie,  MD, 

Vice  Chairman 

THE  LEGISLATIVE  ACTIVITIES  COM- 
MITTEE 

It  is  my  privilege  to  report  to  you  on  the  activ- 
ities of  the  South  Carolina  Medical  Association 
(SCMA)  Legislative  Activities  Committee  this 
past  year. 

The  committee’s  primary  function  is  to  review 
proposed  legislation  and  recommend  a position 
to  the  SCMA  Board  of  Trustees.  This  is  the  sec- 
ond year  of  a two-year  session,  therefore  there 
were  bills  pending  from  last  year’s  session  as 
well  as  pre-filed  bills  to  consider.  The  following 
pre-fi  led  bills  and  their  level  of  support  or  oppo- 
sition, with  level  A being  the  strongest,  are  as  fol- 
lows: 

S.988,  USE  OF  CONTROLLED  SUB- 
STANCES BY  PREGNANT  WOMEN 
ACTION  TAKEN:  MONITORING 
H.4326/S.1019,  DIRECT  ACCESS  FOR 
DERMATOLOGISTS: 

ACTION  TAKEN:  NEUTRAL 
H.4345,  FAIR  PRICE  ACT  FOR  PRE- 
SCRIPTION DRUGS: 

ACTION  TAKEN:  OPPOSE  LEVEL  B 
H.4351,  GIFT  OF  LIFE  ORGAN  DONOR 
BILL: 

ACTION  TAKEN:  SUPPORT  LEVEL  A 

H.4385,  ABORTIONS  LINKED  TO 
BREAST  CANCER: 

ACTION  TAKEN:  OPPOSE  LEVEL  B 
H.4396/S.1043,  MATERNITY  HOSPITAL 
STAY: 

ACTION  TAKEN:  SUPPORT  LEVEL  A 

H.4320,  GUIDELINES  FOR  AWARD  OF 
PUNITIVE  DAMAGES: 

ACTION  TAKEN:  SUPPORT  LEVEL  B 
H.4466/S.1046,  SC  NONECONOMIC 
DAMAGE  AWARDS  ACT  OF  1996: 
ACTION  TAKEN:  SUPPORT  LEVEL  B 
H.4538,  MANDATED  HEALTH  INSUR- 


ANCE COVERAGE  FOR  MAMMO- 
GRAMS, PAP  SMEARS,  AND  TESTING 
FOR  PROSTATE  CANCER: 

ACTION  TAKEN:  MONITORING 
H.  4460,  PATIENT  CHOICE  OF 
PROVIDER: 

ACTION  TAKEN:  THE  1995  HOUSE  OF 
DELEGATES  VOTED  TO  MONITOR  S.384, 
BUT  THE  LEGISLATIVE  COMMITTEE 
WOULD  LIKE  TO  ENCOURAGE  THE 
SCMA  TO  RECONSIDER  AND  SUPPORT 
THIS  LEGISLATION.  (THIS  WILL  TAKE 
ACTION  FROM  THE  HOUSE  OF  DELE- 
GATES TO  REVERSE  POSITION.) 

James  R.  Pruitt,  MD,  Chairman 

THE  MEDIATION  COMMITTEE 

The  Mediation  Committee  continued  to  receive 
a relatively  low  number  of  complaints  between 
May,  1995,  and  March,  1996.  The  committee 
notes  that  an  increasing  number  of  complaints 
are  now  being  processed  by  the  grievance  com- 
mittees of  various  county  medical  societies. 

Thirty-seven  complaints  were  received  by  the 
committee  between  April,  1994  and  March, 
1995.  Of  this  number,  seven  were  referred  to  the 
appropriate  local  medical  society  where  the  com- 
plaints were  handled  to  conclusion.  Three  com- 
plaints concerned  physicians  who  are  not  mem- 
bers of  the  South  Carolina  Medical  Association. 
All  three  were  invited  to  join  SCMA,  and  all 
three  refused.  The  remainder  of  the  complaints 
were  handled  by  South  Carolina  Medical  Asso- 
ciation (SCMA)  staff. 

I wish  to  thank  the  members  and  SCMA  staff 
for  their  support  this  year. 

Albert  G.  LeRoy,  Jr.,  MD,  Chairman 

THE  MEDICAL  ASPECTS  OF  SPORTS 
COMMITTEE 

The  Medical  Aspects  of  Sports  Committee  met 
quarterly  in  1995.  The  safety  of  athletes  of  all 
ages  has  been  the  primary  concern  of  the  com- 
mittee. The  committee  has  reviewed  several 
issues  this  year  including  preparticipation  phys- 
icals, cardiopulmonary  resuscitation  represen- 
tation (CPR)  at  sporting  events,  and  proper  hel- 
met removal  of  injured  athletes.  The  committee 
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has  formed  a subcommittee  to  research  the  pos- 
sibility of  initiating  a statewide  computerized 
preparticipation  physical  form.  In  addition,  the 
committee  sent  letters  to  the  SC  School  Boards 
and  Superintendents  Association  requesting  that 
they  provide  CPR  training  to  all  South  Caroli- 
na secondary  school  coaches  during  their  pre- 
season training.  Letters  were  also  sent  to  the 
Emergency  Medical  Services  Division  of  South 
Carolina  Department  of  Health  and  Environ- 
mental Control  concerning  guidelines  for  prop- 
er helmet  removal  of  an  injured  athlete. 

The  committee  continues  to  work  with  the 
South  Carolina  High  School  League  on  inves- 
tigating and  instituting  safety  provisions  for 
South  Carolina’s  athletes.  Having  been  approved 
as  an  official  affiliate  of  the  South  Carolina  Gov- 
ernor’s Council  on  Physical  Fitness,  the  Medi- 
cal Aspects  of  Sports  Committee  is  an  integral 
part  of  the  efforts  to  inform  and  educate  South 
Carolinians  about  the  importance  of  physical 
activity  and  healthy  lifestyles. 

The  Annual  Medical  Aspects  of  Sports  Sem- 
inar was  held  on  April  22,  1995,  in  conjunction 
with  the  Annual  Meeting  of  the  South  Carolina 
Medical  Association.  The  seminar's  topics 
included  “Returning  a Sick  or  Injured  Athlete 
Back  to  Participation”  and  “What’s  New,”  which 
was  an  overview  of  innovative  techniques  used 
in  treating  injured  athletes.  The  program  was  well 
received  by  those  attending. 

The  role  and  purpose  of  this  committee  has  been 
to  continue  to  collect  and  develop  pertinent  infor- 
mation regarding  the  prevention  and  treatment  of 
athletic  injuries  in  South  Carolina  and  dissemi- 
nate this  information  to  those  responsible  for 
administering  athletic  programs  in  the  state. 

Richard  D.  Gardner  MD,  Chairman 

THE  MEDICAL  ETHICS  COMMITTEE 

The  South  Carolina  Medical  Association  (SCM A) 
Medical  Ethics  Committee  continues  to  be  active 
as  questions  about  medical  ethics  and  the  role  of  the 
physician  in  the  health  care  system  become  increas- 
ingly complex.  The  committee  continues  to  receive 
welcome  support  from  our  PhD  consultants.  Dou- 
glas MacDonald,  PhD,  aid  Kristy  McNamara  PhD, 
Furman  University;  Stuart  Sprague,  PhD,  Ander- 


son College;  Bert  Keller,  STM,  and  Mary  Faith  Mar- 
shall, PhD,  MUSC;  aid  James  A.  Keller,  PhD,  Wof- 
ford College,  all  provide  tireless  effort  to  our  com- 
mittee without  compensation. 

The  committee  devoted  the  summer  and  fall  of 
1995  to  developing  a position  statement  concern- 
ing the  definition  of  physician  assisted  death.  (A 
copy  of  the  statement  is  attached  to  this  report.) 
This  statement  was  presented  to  the  SCMA 
Board  of  Trustees  as  information  in  January, 
1996. 

The  committee  held  its  annual  retreat  in  Febru- 
ary, 1 996.  We  were  honored  to  have  as  our  guests 
Martha  Montello,  PhD,  of  Harvard  Medical 
School  and  Donald  Self,  PhD,  a South  Caroli- 
na native  who  serves  on  the  faculty  of  the  med- 
ical school  at  Texas  A&M.  The  committee  spent 
three  days  discussing  narrative  ethics,  the  ethics 
of  care,  and  feminist  biomedical  ethics.  All  these 
topics  are  related  to  the  way  in  which  a physi- 
cian approaches  caring  for  patients,  paying  par- 
ticular attention  to  the  subtle  information  a 
patient  may  be  conveying  in  the  descriptions  they 
give  of  their  illness. 

The  work  from  the  retreat  will  serve  as  the  basis 
for  the  committee’s  continuation  of  discussion 
on  this  sensitive  and  complicated  subject  in  1996. 

The  committee  was  honored  to  produce,  for  the 
second  consecutive  year,  a special  symposium 
issue  of  The  Journal  in  February,  1996.  This 
issue  is  devoted  solely  to  the  subject  of  physician 
assisted  and  assisted  death.  The  issue  contains 
articles  about  the  legal,  ethical,  religious,  and 
European  viewpoints  on  this  subject. 

In  the  future,  the  committee  will  continue  to 
strive  to  be  a resource  for  hospitals  and  local  med- 
ical societies  desiring  to  establish  or  enhance  their 
ethics  committees.  We  will  also  strive  to  contin- 
ue to  provide  practical  advice  to  members  of  the 
SCMA  about  ethical  issues  in  medicine.  Our  goal 
is  to  provide  South  Carolina  physicians  with  eth- 
ical information  which  can  be  understood  and 
applied  in  the  daily  practice  of  medicine.  The  com- 
mittee appreciates  the  support  it  has  received  from 
the  SCMA  Board  of  Trustees  and  the  input  it  has 
received  from  various  members  of  the  SCMA  who 
have  raised  suggestions  future  discussions. 

Charles  R.  Duncan,  Jr.,  MD,  Chairman 
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THE  MEMORIAL  COMMITTEE 

During  this  time  of  year  we  convene  here  in 
Charleston  for  our  Annual  Meeting.  It’s  a time 
of  education,  legislation  and  a time  to  renew  old 
acquaintances.  It  is  also  a time  for  paying  our 
respects  to  those  who  are  no  longer  in  our  midst. 
During  the  last  year  we  have  lost  several  physi- 
cians who  have  made  contributions  to  their  fam- 
ilies, communities  and  to  the  medical  field.  It 
seems  only  right  that  we,  the  members  of  the 
South  Carolina  Medical  Association,  take  a 
moment  from  these  proceedings  to  recognize 
those  physicians  and  to  pay  honor  to  their  mem- 
ories and  to  their  families. 

After  the  following  names  have  been  read,  we 
will  stand  for  a moment  of  silence,  out  of  respect 
for  their  memories:  Abram  E.  Adams,  MD, 
Greenwood;  Lucius  C.  Bailes,  MD,  Anderson; 
Swift  C.  Black,  MD,  Dillon;  William  W.  Bowen, 
MD,  Columbia;  G.  Robert  Downie,  MD, 
Greenville;  Norman  O.  Eaddy,  MD.  Sumter; 
Keith  H.  Frankhauser,  MD,  Blythewood;  Her- 
bert W.  Frostick,  MD,  McBee;  James  G.  Halford, 
Jr..  MD.  Anderson;  Joseph  Hodge,  MD.  Spar- 
tanburg; Gertrude  R.  Holmes,  MD,  Greenville; 
George  Dean  Johnson,  MD,  Spartanburg;  Jay  T. 
Keuper,  MD,  Spartanburg;  William  H.  Lacey, 
MD,  Pinopolis;  Harvey  E.  McConnell,  MD,  Lan- 
caster; William  M.  McCord,  MD.  Lodge; 
William  Middleton,  Jr.,  MD,  Charleston;  Ben- 
jamin N.  Miller,  Jr.,  MD,  Lexington;  Samuel  B. 
Moyle,  MD,  Walhalla;  Redden  L.  Parramore,  Jr., 
MD.  Charleston;  John  M.  Pratt,  MD,  York; 
James  Scott,  MD.  Jonesville;  Charles  E.  Stark, 
Jr.,  MD,  Myrtle  Beach;  William  P.  Turner,  MD, 
Greenwood;  and  Walter  L.  Young,  MD.  Hamp- 
ton. 

Sam  Stone,  MD,  Chairman 

THE  OCCUPATIONAL  MEDICINE  COM- 
MITTEE 

The  South  Carolina  Medical  Association 
(SCM A)  Committee  on  Occupational  Medicine 
held  quarterly  meetings  during  1995. 

Each  meeting  maintains  a healthy  dialogue 
between  the  SCMA  and  the  South  Carolina 
Worker’s  Compensation  Commission  (SCWCC). 
We  strive  to  follow  the  established  role  and  pur- 


pose so  the  delivery  of  the  best  possible  medi- 
cal care  is  available  to  the  industrial  workers  of 
this  state  who  sustain  an  occupational  illness  or 
injury.  Each  of  us  must  not  lose  sight  of  the  fact 
that  industry  itself  supports  this  care.  South  Car- 
olina’s growth  and  development  with  new  indus- 
tries is  something  each  of  us  appreciates. 

The  committee  strives  to  work  with  the 
SCWCC  on  a cooperative  basis.  Advice  is  sought 
by  the  commission  with  a free  exchange  of 
thoughts  from  our  committee.  All  members  take 
part  in  our  discussions.  All  members  are  encour- 
aged to  attend  occupational  medical  meetings. 
Changes  in  the  fee  schedule  can  be  expected. 
Inappropriate  fees  are  brought  before  the  com- 
mittee and  presented  to  the  commission. 

Our  meetings  are  well  attended  and,  in  Febru- 
ary, a film  covering  disability  rating  examinations 
was  shown  during  a light  lunch.  One  interesting 
case  was  presented  with  discussion  from  the 
committee  and  commission  members  attending. 
Pending  legislation  regarding  workers’  com- 
pensation is  reported  at  each  meeting. 

This  has  been  a successful  year  for  our  com- 
mittee. It  has  been  a joint  venture  made  possi- 
ble by  cooperative  committee  members  who  real- 
ize they  are  trying  to  serve  the  total  SCMA 
membership.  Our  thanks  to  the  staff  of  the  SCMA 
for  the  attentive  care  of  the  committee  as  well  as 
to  David  Schindler,  Dr.  David  Adcock  and  Gary 
Thibault,  representing  the  SCWCC.  Many  items 
were  covered  during  the  1995  year  and  conclu- 
sions reached  with  a spirit  of  cooperation. 

Jay  Hammett,  Sr.,  MD,  Chairman 

THE  PHYSICIANS'  ADVOCACY  AND 
ASSISTANCE  COMMITTEE 

The  Physicians’  Advocacy  and  Assistance 
Committee  (PAAC)  has  had  an  active  year.  At 
present,  we  have  over  70  physicians  and  physi- 
cian assistants  under  contract.  Our  mission  is  to 
see  that  practitioners  with  impairments,  of  what- 
ever type,  have  the  opportunity  and  encourage- 
ment to  seek  such  treatment  and,  more  impor- 
tantly, to  be  supported  and  monitored  upon  return 
to  practice  following  treatment.  Currently,  we  are 
doing  a fair  job  of  identifying  impaired  physi- 
cians and  helping  county  medical  societies,  hos- 
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pital  medical  staffs,  medical  partnerships,  and 
even  spouses  to  do  so.  We  are  providing  an 
avenue  to  the  treatment  centers  for  physicians 
needing  such  service  and  providing  support  on 
re-entry  to  medical  practice.  Also,  fora  number 
of  years,  we  have  done  random  urine  screening, 
sponsored  Caduceus  Clubs  for  recovering  doc- 
tors and  others,  provided  periodic  PAAC  inter- 
views, and  generated  reports  to  the  State  Board 
of  Medical  Examiners.  Efforts  are  being  made 
to  improve  our  monitoring-hopefully,  through 
a full-time  chairman. 

The  regional  teams  continue  to  be  active  work- 
ing with  contractees  to  insure  they  remain  in 
compliance  with  the  terms  of  their  agreement. 
There  are  six  regions:  Aiken,  Charleston, 
Columbia,  Greenville,  Marion  and  Spartanburg. 

Over  the  past  three  years  we  have  presented, 
along  with  the  University  of  South  Carolina 
School  of  Medicine  and  the  South  Carolina  Soci- 
ety of  Addiction  Medicine,  a two-day  conference 
entitled  "Protecting  Your  Medical  Practice.” 
This  conference  was  designed  for  practitioners 
to  enhance  their  skills  in  prescribing,  prevention, 
diagnosis  and  treatment  of  alcohol  and  other  drug 
issues,  and  to  answer  legal  and  ethical  questions. 
Attendance  at  this  year’s  conference  was  the 
largest  ever. 

The  Physicians'  Advocacy  and  Assistance 
Committee  is  grateful  for  the  South  Carolina 
Medical  Association’s  (SCMA)  continuing  sup- 
port. We  wish  to  thank  the  SCMA  Board  of 
Trustees,  committee  members,  alliance,  staff  and 
the  Joint  Underwriters  Association  (JUA)  for 
their  support  and  work  during  the  past  years. 

Theodore  A.  Watson , MD,  Chairman 

THE  PUBLIC  RELATIONS  AND  COM- 
MUNICATIONS COMMITTEE 

The  South  Carolina  Medical  Association’s 
(SCMA)  public  relations  activities  this  year  con- 
centrated on  the  Campaign  For  Violence-Free 
Families.  Dr.  Benjamin  E.  Nicholson,  President, 
adopted  the  theme  of  violence-free  families  dur- 
ing his  presidency.  The  objectives  of  the  cam- 
paign were  to  educate  members  about  the  preva- 
lence of  family  violence  and  provide  them  with 
the  management  tools  to  effectively  deal  with  the 


issue.  The  South  Carolina  Medical  Association 
Alliance  (SCMAA)  agreed  to  help  sponsor  the 
campaign.  A news  conference  to  kick  off  the 
campaign  was  held  during  the  1995  Annual 
Meeting.  Speakers  for  the  news  conference 
included  Dr.  Nicholson;  Mrs.  Kiki  Sanford,  Pres- 
ident of  the  SCMAA;  and  Pete  Strom,  United 
States  Attorney.  Media  coverage  of  the  event  was 
statewide  with  articles  appearing  in  all  of  the 
daily  newspapers,  television  locally  in  Charles- 
ton, and  several  radio  interviews  conducted.  In 
May,  the  South  Carolina  Coalition  For  Violence- 
Free  Families  convened  with  the  task  of  devel- 
oping a reference  book,  specifically  for  South 
Carolina  physicians,  on  domestic  violence,  child 
abuse,  and  vulnerable  adult  abuse.  Another  news 
conference  was  held  earlier  this  month  to  intro- 
duce the  final  product  — How  to  Treat  and  Rec- 
ognize Victims  of  Family  Violence.  South  Car- 
olina is  the  only  state  medical  association  to 
develop  such  an  extensive  reference  book  on 
family  violence.  Thanks  to  a substantial  grant 
from  the  SCMAA,  as  well  as  contributions  from 
the  South  Carolina  Hospital  Association,  this  ref- 
erence book  is  free  of  charge  to  all  primary  care 
physician  members.  Other  initiatives  of  the 
Campaign  For  Violence-Free  Families  included 
a special  issue  of  The  Journal  in  October  in 
recognition  of  Domestic  Violence  Awareness  and 
Child  Health  Month.  This  issue  educated  mem- 
bers about  the  various  forms  of  family  violence 
and  what  you  can  do  to  help  break  the  cycle  of 
violence.  Also,  in  October  a direct  mail  campaign 
of  two  posters  was  sent  to  all  primary  care  physi- 
cian members.  One  poster  designed  for  your 
patient  waiting  areas  encouraged  patients  to  con- 
fide in  you  if  they  were  victims  of  family  vio- 
lence. The  other  poster  reminded  you  to  screen 
your  patients  for  abuse.  An  opinion-editorial  by 
Dr.  Nicholson,  which  addressed  the  SCMA’s 
efforts  to  educate  physicians  and  the  public  about 
the  prevalence  of  family  violence,  appeared  in 
the  Greenville  News  in  October.  A favorable  edi- 
torial by  The  State  also  publicized  the  SCMA's 
Campaign  For  Violence-Free  Families.  Dr. 
Nicholson  was  busy  this  year  on  the  speaker’s 
circuit,  visiting  newspaper  editorial  boards  and 
attending  speaking  engagements — all  to  promote 
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the  Campaign  For  Violence-Free  Families.  He 
presented  the  campaign  at  the  South  Carolina 
Primary  Prevention  Conference.  He  also  spoke 
to  county  medical  societies  about  the  issue  of 
family  violence. 

Expanding  on  the  violence-free  families  theme, 
the  SCMA  partnered  with  the  State  Attorney 
General’s  Office  on  a campaign  entitled  Unplug 
the  Media  Violence.  A kick-off  news  conference 
in  November  featured  Dr.  Nicholson  and  Attor- 
ney General  Charles  Condon  presenting  a 
brochure  which  outlines  12  tips  for  parents  on 
how  to  unplug  the  media  violence.  The 
brochures,  which  encourage  parental  responsi- 
bility in  dealing  with  the  issue  of  media  violence, 
are  available  for  physicians  to  display  in  their 
patient  waiting  areas.  Media  coverage  of  this 
event  included  local  television,  radio,  and  major 
daily  newspapers. 

The  SCMA  participated  in  a public  service 
event  by  acting  as  the  conduit  for  distributing 
advance  directives  forms.  South  Carolina  Edu- 
cational Television  (SC  ETV ) aired  a report  on 
advance  directives,  using  the  SCMA's  phone 
number  for  the  public  to  call  and  receive  the 
forms.  To  date,  the  SCMA  has  received  over  200 
requests  for  the  advance  directives  forms. 

Dr.  Nicholson  was  not  only  active  in  the  pub- 
lic speaking  arena  promoting  the  Campaign  For 
Violence-Free  Families,  but  appeared  as  a pan- 
elist on  SC  ETV’s  Town  Hall  Series  on  Health 
Care.  This  panel  discussed  the  changing  land- 
scape of  the  health  care  industry,  particularly  the 
evolving  relationships  between  hospitals  and 
physicians.  He  also  participated  in  a panel  dis- 
cussion about  managed  care  which  was  hosted 
by  the  South  Carolina  Chamber  of  Commerce. 

Additionally,  staff  has  designed  and  assisted 
with  various  marketing  tools  for  both  Members’ 
Insurance  Trust,  Physicians  Care  Network,  and 
SCMA  Financial  Services,  Inc.  News  coverage 
about  the  SCMA’s  joint  venture  with  National 
Health  Services  in  forming  Carolina  Physicians 
Care  appeared  in  many  daily  and  non-daily  news- 
papers. 

Staff  also  represents  the  SCMA  on  the  fol- 
lowing external  committees,  providing  assistance 
with  public  awareness/education  and  media  rela- 


tions: Childhood  Injury  Prevention  Action  Coun- 
cil, Christian  Action  Council,  Commun-I-Care, 
Governor’s  Council  on  Advance  Directives, 
Governor’s  Council  on  Physical  Fitness,  Gov- 
ernor’s Immunization  Awareness  Committee, 
South  Carolina  Coalition  on  Adolescent  Preg- 
nancy Prevention,  SC  Public  Health  Association 
Public  Health  Awareness  Committee,  and  South 
Carolina  SAFE  KIDS. 

The  Public  Relations  and  Communications 
Committee  looks  forward  to  continuing  its  efforts 
to  educate  both  the  membership  and  public  on 
important  issues  and  to  strengthen  the  image  of 
physicians  in  the  community. 

O.  Marion  Burton , MI),  Chairman 

THE  SCMA/JUA  PHYSICIANS’  RISK 
MANAGEMENT  COMMITTEE 

The  Physicians’  Risk  Management  (PRM) 
Committee  has  continued  to  be  involved  in  the 
two  traditional  areas  in  which  we  feel  we  have 
been  able  to  make  a difference  in  this  state.  We 
continue  to  support  our  colleagues  who  have 
been  sued  for  malpractice.  In  addition,  we  have 
placed  a great  deal  of  emphasis  on  trying  to  edu- 
cate our  fellow  South  Carolina  physicians  in 
ways  to  avoid  becoming  involved  in  the  mal- 
practice arena  in  the  first  place.  We  host  a spring 
and  fall  risk  management  conference  for  new 
physicians  entering  practice  in  the  state.  The  Joint 
Underwriters  Association  (JUA)  has  been  help- 
ful in  providing  a financial  incentive  to  attend  the 
conference.  These  risk  management  conferences 
continue  to  be  very  popular  and  are  well- 
received.  They  are  held  at  the  South  Carolina 
Medical  Association  (SCMA)  Headquarters  as 
a way  of  exposing  the  new  physicians  to  orga- 
nized medicine  in  this  state. 

Our  newest  educational  venture  has  been  to 
sponsor  a series  of  six  risk  management  pro- 
grams/workshops held  throughout  the  state  this 
fall  and  winter.  These  meetings  were  entitled 
“Covering  Your  Assets:  Professional  Fiability 
and  Managed  Care  Contracts’’  and  were  hosted 
by  a PRM  member  with  a program  given  by 
Stephen  P.  Williams,  JD.  Senior  Vice  President 
and  General  Counsel  of  the  SCMA.  It  has 
become  clear  that  some  managed  care  contracts 
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may  actually  increase  the  risk  of  being  sued  by 
a patient.  Some  of  the  contracts  also  cause  the 
physician  to  assume  the  liability  for  the  negligent 
acts  of  a managed  care  organization.  Therefore, 
we  felt  it  was  an  appropriate  use  of  our  resources 
to  sponsor  these  programs  in  an  effort  to  educate 
our  colleagues. 

Dr.  Bart  Barone  and  I serve  on  both  this  com- 
mittee and  the  board  of  the  JUA.  This  has 
enabled  our  committee  to  maintain  good  com- 
munication with  the  JUA  board.  Mr.  Cal  Stew- 
art, the  JUA  Manager,  continues  to  provide  gen- 
erous assistance  to  this  committee,  for  which  we 
are  grateful. 

Finally,  I would  like  to  recognize  the  exemplary 
contribution  of  Ms.  Joy  Drennen  for  her  devot- 
ed service  to  the  committee.  We  continue  to 
greatly  appreciate  her  support,  encouragement 
and  guidance. 

John  R.  Hunt , A/D,  Chairman 

THE  SCMA/SCHA  JOINT  COMMITTEE 
ON  CARDIAC  REHABIEITATION 

At  the  present  time  there  are  34  certified  car- 
diac rehabilitation  programs  in  the  state.  They  are 
located  throughout  the  state  in:  Anderson  - 
Anderson  Memorial  Hospital;  Aiken  - Aiken 
Cardiopulmonary  Enhancement  Program;  Beau- 
fort - Beaufort  Memorial  Hospital;  Bennettsville  - 
Marlboro  Park  Hospital;  Camden  - Kershaw 
County  Memorial  Hospital;  three  programs  in 
Charleston  - Trident  Regional  Medical  Center 
(including  a Summerville  satellite),  MUSC/The 
Citadel  and  Roper  Hospital;  Cheraw  - Chester- 
field General  Hospital;  Columbia  - Providence 
Hospital,  Richland  Memorial  Hospital  and  The 
South  Carolina  Heart  Center;  Conway  - R.  Cath- 
cart  Smith  Cardiac  Rehabilitation  Program;  Dil- 


lon - St.  Eugene  Community  Hospital;  Easley  - 
Baptist  Medical  Center;  Florence  - Bruce  Hos- 
pital System  and  McLeod  Regional  Medical 
Center;  Georgetown  - Georgetown  Memorial  Hos- 
pital; Greenville  - Greenville  Memorial  Medical 
Center  and  St.  Francis  Hospital;  Greenwood  - Sell' 
Memorial  Hospital;  Greer  - Allen  Bennett  Memo- 
rial Hospital;  Hilton  Head  - Hilton  Head  Hos- 
pital; Lancaster  - John  Morris  White  Preventive 
Cardiology  and  Cardiac  Rehabilitation  Clinic; 
Lexington  - Lexington  Medical  Center;  Loris  - 
Loris  Hospital;  Marion  - Marion  Memorial  Hos- 
pital; Mullins  - Mullins  Hospital;  Myrtle  Beach 
- Grand  Strand  General  Hospital;  Newberry  - 
Newberry  County  Memorial  Hospital;  Orange- 
burg - The  Regional  Medical  Center;  Spartan- 
burg - Spartanburg  Regional  Medical  Center; 
Sumter  - Tuomey  Hospital;  and  Winnsboro  - 
Fairfield  Memorial  Hospital.  As  you  will  note, 
there  is  one  new  program  certified  this  past  year, 
Beaufort  Memorial  Hospital.  In  addition,  we 
have  received  inquiries  of  interest  for  starting  car- 
diopulmonary rehabilitation  programs  from  insti- 
tutions in  several  areas  of  South  Carolina  which 
are  currently  void  of  these  services.  The  South 
Carolina  Cardiopulmonary  Association  is  affil- 
iated with  the  American  Association  of  Car- 
diovascular and  Pulmonary  Rehabilitation 
which  meets  annually.  The  South  Carolina  Car- 
diopulmonary Association  receives  staff  support 
from  the  South  Carolina  Medical  Association 
(SCMA). 

I would  like  to  thank  the  committee 
members  and  the  SCMA/South  Carolina 
Heart  Assocation  (SCHA)  affiliated  staff  for 
their  invaluable  help  this  past  year. 

Mark  D.  Senn,  PhD,  Acting  Chairman 
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THE  CHIEF  EXECUTIVE  OFFICER 

It  is  my  pleasure  to  report  to  the  House  of  Del- 
egates on  the  activities  of  the  South  Carolina 
Medical  Association  (SCMA)  and  its  sub- 
sidiaries. 

Let  me  begin  by  reporting  on  the  activities  of 
our  subsidiaries  this  past  year.  The  Members’ 
Insurance  Trust  (MIT)  underwent  a significant 
change  in  the  benefits  offered  as  well  as  a reduc- 
tion in  premiums.  The  new  benefit  package  offers 
more  comprehensive  coverage  than  previously 
available  at  no  cost  increase  or.  in  many  cases, 
with  cost  decreases.  As  a result  of  these  changes, 
the  trust  is  growing  and  we  hope  this  trend  con- 
tinues. 

SCMA  Financial  Services,  Inc.,  our  insurance 
agency,  continues  to  grow  and  to  expand  the 
product  line  available  to  SCMA  members.  Insur- 
ance products  such  as  health,  life,  disability,  den- 
tal, long  term  care,  and  professional  liability  are 
all  available  from  our  agents.  I would  encourage 
you  to  visit  their  booth. 

The  Physicians  Care  Network  ( PCN ) is  expand- 
ing, and  we  hope  to  be  operating  in  the  black  this 
year  as  participation  in  the  program  grows.  The 
entire  withhold  was  returned  to  PCN  providers 
for  the  first  two  completed  contracts  as  both 
health  plans  had  positive  years.  The  PCN  still 
suffers  from  a lack  of  support  from  family  prac- 
titioners, and  I hope  they  will  consider  joining 
with  3,000  of  their  fellow  physicians  to  support 
our  managed  network.  The  South  Carolina  Insti- 
tute for  Medical  Education  and  Research 
(SCIMER)  continues  to  offer  scholarships  to 
deserving  medical  students  and  participation  in 
the  Section  170  Program  continues  to  grow. 
Physicians  are  taking  advantage  of  the  tax  sav- 
ings and  retirement  elements  of  the  program  and, 
at  the  same  time,  a future  endowment  of  25  mil- 
lion dollars  has  been  pledged  to  SCIMER. 

Each  of  the  subsidiaries  has  its  own  report  and 
I refer  you  to  those  reports  for  a more  in-depth 
review  of  their  activities  and  fiscal  status. 

The  South  Carolina  Medical  Association  has 
embarked  on  a new  venture  this  year  to  join  with 
a midwestem  company  to  develop  a health  main- 


tenance organization  which  has  been  named 
Carolina  Physicians  Care.  Our  partner  in  this 
venture  is  Preferred  Health  Choice,  Inc.,  (PHC) 
a division  of  Pioneer  Financial  Services  (NYSE 
PFS),  which  is  a conglomerate  of  insurance  com- 
panies and  companies  in  related  businesses.  We 
are  in  the  process  of  obtaining  a Certificate  of 
Authority  from  the  South  Carolina  Department 
of  Insurance  and  recruiting  the  provider  network. 
It  is  the  responsibility  of  the  SCMA  to  recruit  the 
provider  network  and  PHC  will  provide  the 
financing  to  get  Carolina  Physicians  Care  off 
the  ground. 

Our  legislative  activities  have  been  intense  this 
year  as  more  and  more  we  are  called  upon  to  deal 
with  issues  related  to  managed  care.  SCMA  lob- 
byists were  called  upon  to  assist  in  the  writing 
of  a bill  to  protect  mothers  from  early  discharge 
post  partum.  At  the  time  of  writing  this  report  this 
bill  appears  to  have  an  excellent  chance  of  pass- 
ing. Considerable  time  has  been  spent  negotiat- 
ing with  the  radiological  technologists  over  the 
issue  of  licensure  as  opposed  to  certification,  with 
pharmacists  regarding  a rewrite  of  their  practice 
act  that  would  greatly  expand  the  scope  of  their 
activities,  and  opposing  a bill  that  would  require 
insurance  payments  to  be  made  to  social  work- 
ers, marriage  counselors  and  others  in  the  coun- 
seling business.  The  Legislative  Update  provides 
the  current  status  of  these  issues  and  the  numer- 
ous others  that  we  monitor. 

1 would  like  to  take  this  opportunity  to  address 
a specific  problem  with  which  we  must  deal  at 
this  meeting.  In  the  June,  1995,  issue  of  the 
Columbia  Recorder,  Gerald  Wilson,  MD,  raised 
the  issue  of  how  membership  applications  are 
processed  by  the  SCMA  in  his  President’s  Let- 
ter. As  a result  of  that  letter,  the  SCMA  embarked 
on  a six-month  audit  of  its  membership.  The  first 
step  was  a May  26,  1995,  letter  from  Bryan 
Walker,  MD,  with  a census  of  SCMA  members, 
to  all  the  county  societies  requesting  that  they  go 
through  the  list  and  identify  which  SCMA  mem- 
bers did  not  belong  to  the  county  society.  Twen- 
ty of  the  42  county  societies  responded.  A sec- 
ond letter  was  sent  by  registered  mail  on  July  27, 
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1 995,  and  an  additional  1 2 counties  responded. 
As  of  this  date,  1 0 counties  have  not  been  heard 
from  and  thus  it  is  impossible  for  the  SCMA  to 
enforce  the  requirement  for  county  society  mem- 
bership in  the  case  of  these  10  counties. 

Once  the  census  document  was  returned,  the 
SCMA  staff  spent  hundreds  of  hours  going  back 
to  the  membership  billings  to  determine  whether 
or  not  the  member  physician  had  indicated  coun- 
ty society  membership.  In  the  vast  majority  of 
cases,  the  physician  he  or  she  was  a member.  The 
next  step  was  to  write  each  individual  physician 
and  inform  him  or  her  of  the  discrepancy 
between  the  membership  application  and  the 
county  society  records  and  ask  that  he  or  she  clar- 
ify the  county  membership.  The  majority  of  the 
letters  returned  by  the  physicians  confirmed  that 
he  or  she  was  a member  of  the  county  society. 

In  some  counties  in  the  state  it  is  impossible 
for  a physician  to  comply  because  the  county 
medical  society  is  not  active.  Allendale  Coun- 
ty informed  us  that  they  did  not  have  an  active 
society  but  met  informally  with  another  county. 
Cherokee  County  said  their  county  society  was 
not  active.  In  Lancaster  County  we  have  two 
SCMA  members  who  cannot  join  the  county 
society  because  hospital  staff  privileges  are 
required. 

The  bottom  line  is  that  this  requirement  is  unen- 
forceable and  should  be  removed  from  the 
bylaws.  Times  have  changed  and,  as  the  eco- 
nomic pressures  of  managed  care  affect  physi- 
cians’ income,  one  of  the  things  they  should  have 
the  right  to  decide  is  where  they  want  to  spend 
their  money. 

The  question  arises  who  will  be  hurt  by  this 
change  and  the  answer  is  no  one.  I do  not  believe 
that  any  physician  joins  the  local  society  so  that 
he  can  be  a member  of  the  SCMA.  Dr.  Wilson, 
in  his  letter,  cited  one  physician  but  I am  confi- 
dent there  will  be  no  mass  exodus  from  the  coun- 
ty societies  if  this  bylaw  were  changed.  On  the 
other  hand,  if  the  rule  is  to  be  enforced,  the 
SCMA  would  have  to  decide  who  to  believe,  the 
member  physician  who  says  he  or  she  belongs 
to  the  county  society  or  the  county  society  who 
says  he  or  she  is  not.  We  also  have  the  dilemma 
of  enforcing  the  rule  where  the  information  is 


not  made  available  to  us.  If  we  take  the  latter 
approach,  the  dues  income  to  the  SCMA  would 
fall  by  $170,000  or  roughly  17  percent. 

I am  recommending  that  you  support  the  Con- 
stitution and  Bylaws  Committee  amendment  and 
repeal  the  requirement  for  county  society  mem- 
bership in  order  to  join  the  SCMA. 

The  financial  affairs  of  the  SCMA  and  the  sub- 
sidiaries remain  healthy  and  our  membership 
continues  to  grow.  I refer  you  to  the  report  of  the 
treasurer  and  the  secretary  for  detailed  financial 
and  membership  information. 

Finally,  on  behalf  of  the  staff  of  the  SCMA  and 
myself  I would  like  to  take  this  opportunity  to 
thank  you  for  your  support  and  for  giving  us  the 
opportunity  to  serve  you. 

William  F.  Mahon 
Chief  Executive  Officer 

THE  EDITOR  OF  THE  JOURNAL 

During  1995,  there  were  two  symposium 
issues,  both  of  high  quality.  In  February,  a sym- 
posium on  “Current  Issues  in  Medical  Ethics” 
was  guest  edited  by  Dr.  John  M.  Roberts.  In 
October,  a symposium  on  “Family  Violence” 
was  guest  edited  by  Dr.  Benjamin  E.  Nicholson. 
Both  of  these  issues  reflect  favorably  upon  our 
association  and  its  leadership.  The  symposium 
on  “Family  Violence”  will  be  supplemented  by 
the  South  Carolina  Medical  Association  (SCMA) 
in  a family  violence  reference  book,  developed 
by  the  South  Carolina  Coalition  For  Violence- 
Free  Families  and  assembled  by  Audria  L.  Bel- 
ton, Elizabeth  Biggers  and  Joy  Drennen  of  the 
SCMA  Staff. 

During  1995,  The  Journal  also  published  32 
articles  in  its  nine  regular  issues  (that  is,  exclud- 
ing the  two  special  symposium  issues  and  the 
Annual  Meeting  issue).  First  authorship  of  these 
32  articles  reflected  our  desideratum  of  striking 
a balance  between  full-time  faculty  ( 14  articles), 
physicians  in  private  practices  (nine  articles),  and 
other  persons,  such  as  personnel  at  state  agen- 
cies and  those  at  other  institutions  (nine  articles). 
Our  priorities  for  The  Journal  are,  we  think, 
clearly  stated  in  the  Information  for  Authors.  We 
feel  strongly  that  state  medical  journals  should 
have  a special  flavor,  reflecting  the  needs  of  the 


186 


The  Journal  of  the  South  Carolina  Medical  Association 


OTHER 

state’s  citizenry  and  the  betterment  of  the  state’s 
medical  profession. 

It  continues  to  be  a pleasure  to  work  with  Joy 
Drennen,  our  Managing  Editor,  who  has  done  so 
much  over  the  years  to  enhance  the  quality  of  our 
journal.  It  has  also  been  a pleasure  to  work  with 
Elizabeth  Y.  Newsom  of  the  Waring  Historical 
Library  at  the  Medical  University  of  South  Car- 
olina, whose  covers  with  accompanying  stories 
continue  to  outline  the  history  of  medicine  in  our 
state.  And.  again,  1 thank  the  members  of  our  edi- 
torial board  for  their  support  and  the  officers  and 
members  of  the  South  Carolina  Medical  Asso- 
ciation for  the  enormous  privilege  of  serving  you 
as  editor. 

Charles  S.  Bryan,  MD,  Editor 

MEMBERS’  INSURANCE  TRUST 
REPORT 

The  South  Carolina  Medical  Association 
(SCMA)  Members'  Insurance  Trust  (MIT) 
completed  last  fiscal  year  with  a surplus  of 
$ 1 ,8 1 7,525.  The  total  revenues  collected  for  the 
year  ending  June  30,  1994,  were  $8,629,621  and 
claims  paid  plus  expenses  amounted  to 
$6,812,096. 

The  MIT  Board  has  recently  implemented  a sig- 
nificant revision  of  the  benefits  provided  by  the 
MIT  by  adding  wellness  provisions  and  redesign- 
ing the  benefit  plans.  The  redesign  has  resulted 
in  reduced  premiums  or  expanded  benefits  or 
both  to  those  that  participate  in  the  plan. 

The  MIT  is  in  sound  financial  condition  with 
reserves  for  incurred  but  not  reported  claims  of 
$1,825,000  and  unassigned  reserves  of 
$6,044,298. 

A financial  audit  of  the  MIT  was  conducted  by 
Elliott,  Davis  and  Company  and  a copy  of  the 
audit  is  attached  to  this  report  for  your  review. 
On  August  15,  1994,  the  MIT  initiated  a man- 
aged care  program  by  contracting  with  the  Physi- 
cians Care  Network.  The  program  operated  very 
smoothly  the  first  year  and  savings  were 
achieved.  We  are  also  pleased  to  note  that  the 
MIT  Board  was  able  to  repay  the  provider  with- 
hold, resulting  in  all  providers  being  reimbursed 
97  percent  of  their  full  charge. 

The  MIT  continues  to  offer  the  advantages  to 


REPORTS 

physicians  of  guaranteed  acceptance  into  the  plan 
for  SCMA  members,  coverage  for  your  spouse 
if  you  predecease  and  a plan  totally  operated  and 
financed  by  the  SCMA.  The  plan  is  in  its  5th  year 
of  operation. 

A special  thanks  to  the  MIT  Board  and  the  staff 
of  the  SCMA  for  their  hard  work  this  past  year. 
I would  encourage  all  SCMA  members  to  con- 
sider the  MIT  for  your  health  insurance  needs; 
it  is  responsive  to  the  needs  of  physicians  in  a 
way  no  insurance  company  can  match. 

J.  Capers  Hiatt,  MD.  President 

REPORT  OF  SCMA  FINANCIAL 
SERVICES,  INC. 

It  is  my  privilege  to  make  this  annual  report  of 
the  South  Carolina  Medical  Association  (SCMA) 
Financial  Services,  Inc.,  to  the  House  of  Dele- 
gates. The  original  purpose  of  SCMA  Financial 
Services  was  to  establish  a wholly  owned  sub- 
sidiary of  the  SCMA  which  could  handle  the  var- 
ious insurance  needs  of  the  SCMA  and  collect 
the  commissions  which  were  being  paid  to  insur- 
ance agencies  and  brokers  around  the  state.  Once 
we  were  in  the  business,  we  found  that  there  were 
many  facets  of  insurance  of  which  we  had  been 
unaware  and  that  there  was  a definite  advantage 
to  employing  agents  who  would  look  out  for  our 
best  interests. 

It  became  readily  apparent  that  a similar  ser- 
vice would  be  of  immense  value  to  the  mem- 
bership and  thus  SCMA  Financial  Services  has 
expanded  to  provide  trained  agents  to  consult 
with  the  membership  and  provide  proposals  from 
high  quality  companies  at  competitive  prices.  To 
date  we  are  providing  life,  disability,  health,  and 
professional  liability  policies  to  the  membership 
at  the  most  competitive  prices  we  can  find. 

Please  visit  our  booth  in  the  exhibit  area  and 
meet  our  agents. 

Edward  W.  Catalano,  MD,  Chairman 

REPORT  OF  THE  PHYSICIANS  CARE 
NETWORK  BOARD  OF  DIRECTORS 

I am  pleased  to  provide  the  House  of  Delegates 
with  information  regarding  the  current  status  of 
the  Physicians  Care  Network  (PCN). 

The  PCN  was  formed  early  in  1 993  in  order  to 
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create  a statewide  economic  unit  of  physicians 
who  would  work  directly  with  employers  to  man- 
age the  cost  and  quality  of  health  care.  Many 
other  state  medical  associations  have  now  formed 
similar  networks. 

Our  marketing  efforts  have  confirmed  that  a 
large  number  of  employers  in  South  Carolina  are 
interested  in  the  Physicians  Care  Network,  and 
we  have  been  successful  in  signing  contracts  with 
10  companies.  The  South  Carolina  Medical 
Association’s  (SCMA)  Members’  Insurance 
Trust  (MIT)  has  implemented  the  Physicians 
Care  Network  and  has  experienced  significant 
savings  from  PCN's  negotiated  rates  with  hos- 
pitals and  ancillary  service  providers.  The  net- 
work has  just  recently  returned  the  entire  12  per- 
cent risk-sharing  withhold  to  participating 
hospitals  and  physicians  for  MIT  patients. 

Physicians  Care  Network  clients  are:  SCMA 
Members’  Insurance  Trust,  Fennell  Companies, 
Inc.,  Employee  Resource  Management  Com- 
pany. Edgefield  County  Hospital,  Korn  Indus- 
tries, Elliott  Sawmilling,  Food  Service  Supplies, 
Collum’s  Lumber  Mill,  Inc.,  Coburg  Dairy,  and 
Home  Health  Management,  Inc. 

Our  network  currently  has  over  2,700  physi- 
cian members  as  well  as  podiatrists  and  oral  sur- 
geons. Fifty-six  (56)  hospitals  have  signed  con- 
tracts with  the  network.  PCN  has  also  signed 
contracts  with  numerous  reference  laboratories, 
home  health  providers,  ambulatory  surgicenters, 
and  other  ancillary  providers. 

Because  of  employer  interest,  we  have  now 
developed  a non-risk  sharing  product,  which  will 
be  available  to  businesses  which  are  either  small- 
er than  1 00  employees  or  are  not  interested  in  the 
risk-sharing  product. 

The  success  of  PCN  depends  on  the  commit- 
ment you,  as  physicians,  are  willing  to  make. 
Thank  you  for  your  suppport. 

Daniel  W.  Brake,  MD,  Chairman 

REPORT  OF  THE  SOUTH  CAROLINA 
INSTITUTE  FOR  MEDICAL 
EDUCATION  AND  RESEARCH 

The  South  Carolina  Institute  for  Medical 
Education  and  Research  (SCIMER)  will  award 
21  scholarship  grants  at  the  1996  South  Carolina 


Medical  Association  (SCMA)  Annual 
Meeting.  Fourteen  will  be  awarded  jointly 
with  the  South  Carolina  Medical  Association 
Alliance  to  seven  students  from  each  of  the 
two  medical  schools  in  South  Carolina. 
Other  scholarships  to  be  awarded  are  the 
Stuckey  Scholarship  to  a student  from 
Bamberg  County,  three  scholarships 
contributed  by  a cardiology  group  from 
Spartanburg,  and  the  Conway  Hospital 
Medical  Staff  Scholarship.  Also  this  year, 
one  scholarship  (Annie  and  Charles  Fair) 
will  be  awarded  to  a student  from 
Greenville.  A $2,000  award  will  be 
presented  to  a medical  student  for  the  best 
essay.  Recently,  a family  practice 
scholarship  fund  was  established  in  memory 
of  Swift  C.  Black,  Sr.,  MD.  Because  of  the 
time  factor,  however,  no  award  will  be 
presented  in  this  area  for  1996. 

Each  student  section  at  both  South  Carolina 
medical  schools  received  a letter  from 
SCIMER  in  January  announcing  the 
scholarship  availability  and  the  application 
procedures  to  apply.  SCIMER  would  like  to 
express  appreciation  for  the  financial  support 
provided  by  those  of  you  who  paid  an  extra 
$25  on  your  dues  billing  this  year. 

The  Section  1 70  Plan  was  made  available  to 
South  Carolina  physicians  in  the  fall  of  1993 
and  has  been  very  successful.  This  program 
will  be  a tremendous  benefit  to  SCIMER  in 
the  future. 

During  our  December,  1995,  meeting,  a 
guest  speaker,  Mr.  Leroy  Erickson  of  the 
Educational  & Scientific  Trust  of  the 
Pennsylvania  Medical  Society,  spoke  to  us 
about  their  successful  programs  and  discussed 
alternatives  we  could  initiate  for  our  SCIMER 
funds. 

At  our  meeting  in  January,  we  engaged  a 
facilitator  to  assist  the  committee  in 
formulating  ideas  about  the  future  of 
SCIMER.  The  committee  agreed  that  any 
monies  received  would  be  invested  and  only 
the  interest  will  be  used  for  staff  time  and 
projects. 

I would  like  to  express  my  sincere  thanks  to 
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the  members  of  the  Board  of  Directors  for  the 
time  and  effort  they  have  given  to  this 
worthwhile  activity. 

Alexander  Donald , MD,  President 

REPORT  OF  THE  SC  DEPARTMENT  OF 
SOCIAL  SERVICES 

Medicaid  Eligibility  Services:  The  South  Car- 
olina Department  of  Social  Services  (DSS)  pro- 
vides Medicaid  eligibility  services  for  the  state’s 
eligible  citizens.  In  response  to  growing  concerns 
regarding  South  Carolina's  infant  mortality/mor- 
bidity rate,  the  Optional  Coverage  for  Pregnant 
Women  and  Infants  (OCWI)  Program  was  imple- 
mented in  October,  1987,  to  provide  Medicaid 
coverage  to  pregnant  women  and  infants  up  to 
age  one  with  income  below  100  percent  of  pover- 
ty. In  June,  1 989,  coverage  for  children  up  to  age 
seven  and  pregnant  women  and  infants  with 
income  below  185  percent  of  poverty  was  imple- 
mented. In  April,  1990,  the  income  limit  for  chil- 
dren between  the  ages  of  one  and  six  was 
changed  to  133  percent  of  poverty,  and  coverage 
for  children  ages  six  and  seven  with  income 
below  1 00  percent  of  poverty  was  implement- 
ed. Effective  October,  1 995,  the  age  limit  for  chil- 
dren with  income  below  100  percent  of  pover- 
ty was  extended  to  13. 

Optional  State  Supplementation  (OSS)  pro- 
vides financial  benefits  and  medical  assistance 
to  eligible  aged,  blind  or  disabled  individuals 
who  are  unable  to  meet  the  cost  of  care  in  a res- 
idential care  facility  licensed  by  the  Department 
of  Health  and  Environmental  Control  (DHEC). 
Growth  in  the  OSS  Program  continued  during 
fiscal  year  1995.  An  average  of  approximately 
4,300  individuals  is  anticipated  for  the  year. 
Monthly  payments  per  individual  averages 
approximately  $230.  In  January,  1995,  the  Net 
Income  Limitation  (NIL)  for  establishing  eligi- 
bility for  OSS  was  increased  to  $741  per  month. 
Recipients  are  allowed  to  keep  $33  per  month  to 
meet  their  personal  needs.  The  remainder  of  the 
recipient’s  income  is  applied  to  the  cost  of  their 
stay  in  the  residential  care  facility. 

The  Medical  Assistance  Only  (MAO (-Insti- 
tutional Program  serves  individuals  who  reside 
in  the  Title  XIX  Certified  medical  facilities.  Their 


monthly  income  must  be  below  the  Medicaid 
CAP  of  $1,410,  and  their  countable  resources 
must  be  below  $2,000  ($4,000  for  a couple)  and 
$66,480  for  a couple  when  one  spouse  contin- 
ues to  reside  in  the  community.  The  patients 
residing  in  nursing  homes  pay  all  of  their  month- 
ly income  except  $30  to  the  nursing  home.  The 
Medicaid  Program  sponsors  payment  of  the  dif- 
ferences between  the  patient’s  income  and  the 
nursing  home’s  Medicaid  rate.  There  are  approx- 
imately 14,000  MAO-Institutional  recipients  in 
the  state. 

Children  under  21  with  Special  Living  Arrange- 
ments is  a Medicaid  eligibility  category  that 
includes  children  in  foster  care  or  private  insti- 
tutions who  are  being  fully  or  partially  supported 
by  public  funds.  These  children  cannot  establish 
eligibility  for  Medicaid  benefits  if  their  income 
exceeds  the  Aid  to  Families  with  Dependent 
Children  (AFDC)  needs  standard.  There  are 
approximately  4,300  children  in  foster  homes 
and  private  institutions. 

Medicaid  eligibles  who  retain  their  benefits 
under  the  Pass-Along  Provision  are  people  who 
are  ineligible  for  Supplemental  Security  Income 
(SSI)  or  OSS  benefits  solely  because  of  the  cost 
of  living  increase  in  Social  Security  benefits. 
There  are  approximately  70  individuals  eligible 
for  Medicaid  in  this  category. 

Title  I V-E  is  a Medicaid  category  for  children 
for  whom  the  agency  makes  an  adoption  assis- 
tance or  foster  care  maintenance  payment.  These 
children  are  automatically  entitled  to  Medicaid 
coverage.  More  than  1 ,000  children  receive  Med- 
icaid benefits  because  a Title  IV-E  payment  is 
made  on  their  behalf.  This  group  also  covers  Title 
IV-E  eligible  children  from  other  states  who  now 
reside  in  South  Carolina. 

Essential  spouses  are  individuals  who  were  eli- 
gible for  Medicaid  in  December,  1 973,  because 
their  needs  were  included  in  the  spouse’s  state 
assistance  grant  and  who  were  “grandfathered” 
into  the  SSI  program.  These  individuals  are  eli- 
gible for  Medicaid  as  long  as  they  continue  to 
qualify  as  the  essential  spouse  of  the  SSI  recip- 
ient. There  are  approximately  50  essential  spouse 
cases  in  the  state. 

SSI  recipients  are  automatically  entitled  to 
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Medicaid  benefits.  Their  eligibility  is  based  on 
information  made  available  from  the  Social 
Security  Administration.  DSS  is  responsible  for 
ensuring  that  approximately  I ()(),()()()  South  Car- 
olina residents  who  received  SSI  benefits  are  cer- 
tified for  Medicaid. 

Under  the  Buy-In  Program.  DSS  enrolls  cer- 
tain Medicaid  eligible  individuals  for  Part  A and 
Part  B Medicare  and  pays  their  insurance  pre- 
miums. Currently  the  state  pays  the  Buy-In  pre- 
miums for  98,052  individuals  under  Part  B.  and 
1 .947  individuals  under  Part  A.  Payment  of  Part 
B premiums  allows  the  state  to  pay  only  coin- 
surance and  deductibles  for  covered  services. 
Part  B Medicare  pays  80  percent  of  the  allowed 
charges. 

The  Early  and  Periodic,  Screening,  Diagnosis 
and  Treatment  (EPSDT)  Program  provides  com- 
prehensive physical  assessment  and  restorative 
dental  care,  vision  and  hearing  services  includ- 
ing eyeglasses  and  hearing  aids  to  Medicaid  eli- 
gible children  from  birth  to  21  years  of  age. 
Approximately  205,000  children  are  presently 
eligible  for  services  through  this  program.  Dur- 
ing fiscal  year  1993,  approximately  148,389 
medical  screenings  were  conducted.  A signifi- 
cant number  of  children  received  screening 
exams  for  dental  defects. 

Transportation  services  are  provided  through 
contractual  providers  or  volunteer  drivers  to  any 
Medicaid  eligible  recipient.  The  service  is 
approved  and  arranged  by  the  local  county 
offices.  To  approve  transportation  requests,  the 
client  must  be  accessing  a medical  service  which 
is  covered  by  the  Medicaid  Program.  Over 

400.000  requests  (169,226  individuals)  for  trans- 
portation were  honored  during  fiscal  year  1 994. 

Qualified  Medicare  Beneficiaries/ Aged,  Blind 
and  Disabled  (ABD/QMB)  individuals  receive 
Medicaid  benefits  if  they  are  age  65  or  older, 
blind  or  disabled.  These  programs  have  identi- 
cal eligibility  criteria  with  the  exception  that 
QMB  individuals  are  required  to  have  Part  A 
Medicare.  The  income  limit  is  the  poverty  level 
($623)  per  individual,  $836  per  couple)  for  1995. 
The  resource  limit  is  $4,000  for  an  individual, 
$6,000  per  couple.  There  are  approximately 

30.000  individuals  eligible  for  Medicaid  as  ABD 


recipients.  Individuals  whose  income  is  too  high 
to  qualify  for  ABD  may  be  eligible  as  a Speci- 
fied Low  Income  Medicare  Beneficiary 
(SLIMB)  if  their  income  is  less  than  120  percent 
of  the  poverty  level. 

The  Sponsored  Medicaid  Worker  Program 
(SMWP)  allows  DSS  to  outstation  workers  in 
hospitals  and  clinics  where  medical  services  arc 
delivered.  In  response  to  increasing  demand  for 
medical  services  by  poor  citizens  in  South  Car- 
olina, DSS  extended  its  eligibility  outreach  first 
to  DHEC,  via  issuance  of  Directive  Memoran- 
dum 85-124,  dated  June  10,  1985. 

DSS  extended  this  initiative  to  all  hospitals  in 
the  state  through  the  South  Carolina  Hospital 
Association  (SCHA).  DSS  invites  medical  facil- 
ities to  pay  the  state  match  for  the  cost  of 
intake/eligibility  workers.  In  return,  DSS  trains 
and  supervises  this  staff  in  the  performance  of 
Medicaid  eligibility  determinations.  These  work- 
ers are  dedicated  to  maximizing  reimbursements 
to  medical  providers  for  services  rendered  to  cit- 
izens determined  eligible  for  Medicaid.  During 
fiscal  year  1992,  at  their  request,  the  eligibility 
effort  was  extended  to  local  school  districts 
which  provide  speech  therapy,  audiology,  and 
psychological  testing  services  to  those  who  are 
Medicaid  eligible  in  the  school  population. 

James  T.  Clark,  State  Director 


REPORT  OF  THE  SOUTH  CAROLINA 
DEPARTMENT  OF  LABOR,  LICENSING 
AND  REGULATION 

This  past  year  has  been  a very  active  and  effec- 
tive year  for  the  board.  This  report  shall  present 
a brief  statistical  summary  and  review  of  the  past 
calendar  year. 

LICENSURE 

In  1995,  this  board  issued  6 1 0 permanent  licens- 
es to  physicians.  This  compares  to  695  such 
licenses  issued  in  1994.  Three  hundred  and  one 
(301 ) of  these  licenses  were  issued  by  way  of  the 
Federation  Licensing  Examination  (FLEX)  and 
the  United  States  Medical  Licensing  Examina- 
tion (USMLE).  Three  hundred  and  nine  (309) 
were  issued  by  endorsement  of  credentials 
through  the  National  Board  or  other  state  boards. 
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Of  the  permanent  licenses  issued,  96  were  issued 
to  graduates  of  international  medical  schools.  By 
way  of  comparison,  in  1994,  64  graduates  of 
international  medical  schools  received  permanent 
licenses.  Of  the  610  permanent  licenses  issued, 
37  were  issued  to  doctors  of  osteopathy. 

The  board  administered  Step  III  of  the  USMLE 
in  June  and  December,  1995.  In  June,  67  exam- 
inees passed  and  six  failed.  In  December,  157 
examinees  passed  and  five  failed. 

The  Special  Purpose  Examination  (SPEX)  was 
administered  by  this  board  in  March  and  June  of 
1995.  In  March,  eight  took  the  exam  and  all 
passed.  In  June,  1 3 took  the  exam,  1 1 passed  and 
two  failed.  In  September,  1995,  a computerized 
SPEX  was  implemented  by  the  Federation  of 
State  Medical  Boards  and  it  is  administered  on 
an  as  needed  basis.  This  board  no  longer  main- 
tains a database  with  the  statistics  of  passing  or 
failing  examinees  of  SPEX. 

Limited  Licenses  are  for  residency  training  or 
other  supervised  practice  environments  approved 
by  the  board.  A Limited  License  is  for  a one-year 
period  (July  1 - June  30th)  or  a part  thereof.  A 
total  of  384  Limited  Licenses  were  issued  in  1 995 
to  279  United  States/Canadian  graduates  and  105 
graduates  of  international  medical  schools. 
Twenty-seven  (27)  new  Physician  Assistants 
were  certified  by  the  board  in  the  past  year, 
totalling  124  Physician  Assistants  certified  in 
South  Carolina. 

INVESTIGATORY  AND  DISCIPLINARY 
ACTIVITIES 

In  1995,  the  board  received  314  complaints. 
This  compares  to  270  received  in  1994.  One  hun- 
dred and  ten  ( 1 10)  actions  were  issued  by  the 
Board  in  1995.  These  included  two  Revocations, 
seven  Suspensions,  one  Voluntary  Surrender,  7 1 
Agreements  with  Conditions,  six  Public  Repri- 
mands, 12  Private  Reprimands,  two  Dismissals 
by  Final  Order  and  nine  miscellaneous  Orders. 
In  2 1 of  these  cases,  fines  were  also  imposed.  In 


1 995,  1 65  complaints  were  dismissed  for  lack  of 
evidence  of  a violation  of  the  Medical  Practice 
Act. 

BOARD  MEMBERSHIP 

In  1995,  the  board  terms  of  Stephen  I.  Scha- 
bel,  MD,  from  the  First  District,  and  James  S. 
Garner,  Jr.,  MD,  from  the  Sixth  District,  expired. 
Current  officers  and  members  of  the  board  are: 
Ben  C.  Pendarvis,  Jr..  MD,  President;  Hartwell 
Z.  Hildebrand,  MD.  Vice-President;  James  D. 
Whitehead,  Jr.,  MD,  Secretary;  Elizabeth  S. 
Christensen;  Robert  S.  Clarke,  Jr.,  MD;  James 
R.  Edinger,  DO;  VeraC.  Hyman,  MD;  Louis E. 
Costa,  II.  MD;  Mark  G.  Newman,  MD;  and 
James  G.  Wallace,  MD.  Current  members  of  the 
Medical  Disciplinary  Commission  are: 

FIRST  CONGRESSIONAL  DISTRICT: 
Walter  D.  Leventhal,  M.D. 

Paul  P.  Griffin,  M.D. 

S.  Sandford  Estes.  M.D. 

SECOND  CONGRESSIONAL  DISTRICT: 
Bryan  L.  Walker,  M.D. 

Satish  M.  Prabhu,  M.D. 

Charles  W.  Harmon,  M.D. 

THIRD  CONGRESSIONAL  DISTRICT: 
James  M.  Rainey,  M.D. 

Martin  H.  Zwerling,  M.D. 

One  Vacant  Position 

FOURTH  CONGRESSIONAL  DISTRICT: 
Sami  B.  Elhassani,  M.D. 

Donna  J.  Millar,  M.D. 

Donald  G.  Gregg,  M.D. 

FIFTH  CONGRESSIONAL  DISTRICT: 

Alan  M.  Nichols,  M.D. 

Norman  B.  Clinkscales,  M.D. 

One  Vacant  Position 

SIXTH  CONGRESSIONAL  DISTRICT: 
Alfred  G.  Dawson,  M.D. 

Sonipong  Kraikit,  M.D. 

Beverly  Y.  Simons,  MD 

Ben  C.  Pendarvis,  Jr.,  MD, 

President 
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RESOLUTIONS 


RESOLUTION  NUMBER:  C-9 
REFERRED  TO:  Reference  Committee  on  Pub- 
lic and  Occupational  Health 
SUBJECT:  Advance  Directives 
SUBMITTED  BY:  SCMA  Board  of  Trustees 
WHEREAS;  Three-fourths  of  Ameri- 
cans believe  living  wills  are  important,  yet  more 
than  two-thirds  do  not  have  one;  and, 

WHEREAS;  The  American  Medical 
Association,  in  partnership  with  the  American 
Association  of  Retired  Persons  and  the  Ameri- 
can Bar  Association,  have  recently  developed  a 
booklet  promoting  the  use  of  advance  directives; 
and, 

WHEREAS;  Advance  directives  em- 
power patients,  allowing  them  the  opportunity 
to  express  their  wishes  about  end-of-life  care; 
and, 

WHEREAS;  Physicians,  especially 
those  in  primary  care,  have  a special  role  in  edu- 
cating patients  about  the  use  of  advanced  direc- 
tives; and, 

WHEREAS;  South  Carolina  has  estab- 
lished the  Coalition  for  Advance  Directives  to 
educate  the  public  about  advance  directives  and 
encourage  the  use  of  these  forms;  therefore,  be 
it 

RESOLVED;  That  the  South  Carolina 
Medical  Association  urge  physicians  to  make 
information  and  forms  concerning  advance  direc- 
tives continuously  available  in  patient  waiting 
areas;  and,  be  it  further 

RESOLVED;  That  the  South  Carolina 
Medical  Association  encourage  physicians,  as  a 
matter  of  standard  practice,  to  talk  with  their 
patients  about  documenting  their  wishes  regard- 
ing end-of-life  medical  treatment. 

RESOLUTION  NUMBER  C- 10 
REFERRED  TO:  Reference  Committee  on  Pub- 
lic and  Occupational  Health 
SUBJECT:  HIV  Testing  as  Part  of  the  Prenatal 
Panel 

SUBMITTED  BY:  SCMA  Maternal,  Infant,  and 
Child  Health  Committee 

WHEREAS;  In  South  Carolina,  nearly 


77  percent  of  infants  and  children  under  age  1 3 
infected  with  human  immunodeficiency  virus 
(HIV)  acquired  the  infection  perinatally;  and, 
WHEREAS;  The  current  research  indi- 
cates that  the  risk  of  perinatal  transmission  of 
HIV  from  the  mother  to  the  infant  is  decreased 
by  treatment  of  the  mother  during  pregnancy  and 
treatment  of  the  infant  during  the  first  six  weeks 
of  life;  therefore,  be  it 

RESOLVED;  That  the  South  Carolina 
Medical  Association  encourage  physicians  to 
consider  HIV  testing  as  part  of  the  prenatal  panel. 

RESOLUTION  NUMBER  H-2 
REFERRED  TO:  Reference  Committee  on  Con- 
stitution & Bylaws 

SUBJECT:  Young  Physician  Position  on  the 
SCMA  Board  of  Trustees 
SUBMITTED  BY:  The  South  Carolina  Medi- 
cal Association  Young  Physicians  Section  and 
the  Florence  Delegation  of  the  South  Carolina 
Medical  Association 

WHEREAS;  Approximately  30  percent 
of  the  American  Medical  Association’s  (AMA) 
membership  is  eligible  for  the  Young  Physicians 
Section  (i.e.  members  under  40  years  of  age  or 
within  their  first  five  years  of  professional  prac- 
tice after  completing  a residency  or  fellowship); 
and, 

WHEREAS;  The  AMA  and  23  percent 
of  the  47  state  medical  societies  with  formal 
Young  Physicians  Sections  have  seen  the  ben- 
efits of  slotted  Board  of  Trustee  positions  for 
young  physicians;  and, 

WHEREAS;  Even  though  it  is  techni- 
cally possible  for  a member  of  this  section  to  be 
elected  to  a South  Carolina  Medical  Association 
(SCMA)  Trustee  position,  in  reality  it  takes  years 
of  service  before  new  members  get  this  oppor- 
tunity, and  during  this  time  there  may  be  inad- 
equate representation  of  young  physicians’ 
needs,  specifically  at  the  board  level;  and, 

WHEREAS;  Many  current  issues  deal- 
ing with  health  care  reform,  such  as  discrimi- 
nation by  managed  care  plans  on  the  basis  of  spe- 
cialty board  certification,  selectively  affect  young 
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physicians;  and. 

WHEREAS;  As  a membership  issue, 
many  prospective  young  physicians  wonder  if 
the  SCMA  represents  them  statewide,  and 
nationally;  therefore,  be  it 

RESOLVED;  That  the  SCMA  amend  its 
bylaws  to  create  an  at-large  position  for  a vot- 
ing representative  from  the  Young  Physicians 
Section  on  the  SCMA  Board  of  Trustees;  and.  be 
it  further 

RESOLVED;  That  nomination(s)  for 
this  position  be  made  by  the  Young  Physicians 
Section  or  from  the  floor  of  the  SCMA  House  of 
Delegates;  and.  be  it  further 

RESOLVED;  That  this  position  be  elect- 
ed by  the  SCMA  House  of  Delegates  for  a term 
of  two  (2)  years,  and  shall  not  serve  for  more  than 
four  (4)  consecutive  terms.  Should  a represen- 
tative reach  the  age  of  40  during  his  or  her  tenure 
he  or  she  shall  be  ineligible  for  re-election. 

RESOLUTION  NUMBER:  D-5 
SUBJECT:  Access  of  Patients  to  Physicians  of 
Their  Choice 

SUBMITTED  BY:  Charleston  County  Medical 
Society 

WHEREAS;  The  costs  of  health  care 
have  been  perceived  to  be  unacceptably  high, 
and  in  need  of  cost  control  measures;  and, 

WHEREAS;  Managed  care  organiza- 
tions (MCOs)  claim  that  they  cannot  control 


costs  without  controlling  medical  decisions 
physicians  make;  and, 

WHEREAS;  MCO  personnel  are  not 
trained  to  practice  medicine,  do  not  understand 
quality  of  medical  care,  and  can  offer  no  objec- 
tive evidence  that  quality  of  care  does  not  suf- 
fer when  medical  decisions  are  made  by  MCO 
employees;  and, 

WHEREAS;  A complex,  meticulous, 
and  objective  system  of  evaluating  and  creden- 
tialling  physicians  at  every  stage  of  their  edu- 
cation and  their  professional  life  has  served  our 
patients  and  our  profession  extremely  well  for 
generations;  and, 

WHEREAS;  MCOs’  methods  of  selec- 
tion and  deselection  of  physicians  for  their  pan- 
els are  arbitrary  and  often  politically  motivated; 
and, 

WHEREAS;  The  most  essential  element 
of  healing  — trust  in  the  knowledge,  wisdom  and 
motivation  of  one’s  own  physicians  — can  be 
preserved  only  through  patients’  freedom  to 
choose  the  physicians  who  will  care  for  them; 
therefore,  be  it 

RESOLVED;  That  the  South  Carolina 
Medical  Association  (SCMA)  support  state  leg- 
islation requiring  that  no  managed  care  organi- 
zation may  exclude  the  right  of  assignment  of 
benefits  toa  provider  of  the  patient’s  choice  at  the 
same  benefit  rate  as  paid  to  a contract  provider. 
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AMA  SPECIAL  GUEST: 

P.  JOHN  SEWARD,  M.  I). 
EXECUTIVE  VICE  PRESIDENT 

P.  John  Seward,  M.  13.,  a family  physician  from 
Rockford,  Illinois,  was  formerly  Chairman  of  the 
Board  of  Trustees  and  its  Executive  Committee. 
He  is  now  the  AMA  Executive  Vice  President 
effective  as  of  March  8.  1 996.  He  serves  as  a del- 
egate to  the  World  Medical  Association.  He 
served  as  an  AMA  commissioner  to  the  Joint 
Commission  on  Accreditation  of  Healthcare 
Organizations  (JCAHO)  from  1992  to  1994,  and 
as  chair  of  the  AMA  Technical  Advisory  Com- 
mittee on  Health  System  Reform  from  1992  to 
1993. 

Prior  to  his  election  to  the  AMA  Board  of 
Trustees,  Dr.  Seward  served  as  a delegate  to  the 
AMA  since  1 979.  He  served  as  the  chair  on  the 
AMA  Council  on  Legislation  from  1987  to  1988 
and  as  a member  of  the  Council  for  eight  years. 

Dr.  Seward  became  active  in  organized  medicine 
through  the  Winnebago  County  Medical  Society 
and  the  Illinois  State  Medical  Society.  He  served 
as  a member  of  the  Board  of  Trustees  of  the  Illi- 
nois State  Medical  Society  from  1 975  to  1981,  and 
as  its  president  in  1979.  In  addition,  Dr.  Sewand 
is  a trustee  of  the  Interstate  Post  Graduate  Med- 
ical Association. 

Bom  March  1 8,  1939,  Dr.  Seward  received  his 
M.  D.  degree  in  1 965  from  the  University  of  Illi- 
nois College  of  Medicine,  served  his  internship 
at  the  Rockford  Memorial  Hospital  in  Rockford 
and  completed  his  residency  at  the  Mayo  Clin- 


ic in  Minnesota.  He  is  a diplomate  of  the  Amer- 
ican Board  of  Family  Practice  and  a fellow  of  the 
American  Academy  of  Family  Physicians. 

Dr.  Seward  has  been  a past  chair  of  the  board 
of  the  SIDS  Foundation,  chair  of  the  Augustana 
College  Alumni  Board  Fund,  and  a member  of 
the  Governor’s  Commission  of  Health  Assis- 
tance. He  served  as  the  Winnebago  County  Coro- 
ner for  22  years. 

Dr.  Seward  and  his  wife.  Dusty,  along  with  their 
three  children,  reside  in  Rockford,  Illinois. 
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Matters  of  Interest 
to  South  Carolina 
Physicians.  yy 


Thornton  & Thorne  give  the  medical  community  something  to  think  about  this  month 


WHY  PAY  MORE  FOR  DISABILITY  INSURANCE? 

MASS  MUTUAL  OFFERS  THE  COMPLETE  PACKAGE 

• Lowest  premium 

• Quality  Product 

• Excellent  Financial  Ratings 
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Monthly  premiums  for  45  year  old  physician  in  best  occupation  class.  $5,000 
monthly  benefit  with  90  day  waiting  period  with  benefits  payable  to  age  65 
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Monthly  premiums  for  45  year  old  physician  in  best  occupation  class.  $5,000 
monthly  benefit  with  90  day  waiting  period  with  benefits  payable  to  age  65 

IF  YOU  DON’T  BUY  YOUR  DISABILITY  INSURANCE  FROM  MASS  MUTUAL,  WHO 

WILL  YOU  BUY  IT  FROM? 


Views  expressed  herein  are  those  of  the  authors  only  and  in  no  way  represent  the  SCMA.  We  do  not  give  tax  advice.  Only 
your  attorney  and  accountant  are  qualified  to  do  so. 


Carolina  Physicians 
Advisory  Service 


Billy  M.  Thornton 
John  T.  Thorne 


Serving  the  members  of  the  South  Carolina  Medical  Community. 

P.O.  Box  688  • Columbia,  SC  29202  • (803)  254-0002  • Fax  (803)  765-2403 


1 -800-742-3669 


148th  SCMA  ANNUAL  MEETING 
EXHIBITORS  1996 


BOOTH  COMPANY 

BOOTH  COMPANY 

NUMBER 

NUMBER 

48,  49 

Abbott  Laboratories 

71 

The  Medical  Protective  Company 

26 

Advanced  Orthopaedics 

35 

National  Network  of  Libraries  of 

7 

Alliance  for  a Smoke-Free  South 

Medicine 

Carolina 

43 

Navy  Medical  Programs 

31 

Astra  Merck 

12 

NMC  Diagnostic  Services,  Inc. 

2,  3 

Bell  South  Business  Systems 

6 

Ostric— The  Heart-Healthy  Red  Meat 

66 

Carolina  Medical  Review 

70 

Palmetto  Government  Benefits 

4 

Central  Pharmaceuticals 

Administrators  (Medicare) 

40 

Charter  Behavioral  Health 

69 

MUSC- Office  ofCME 

System 

18 

United  States  Air  Force 

19 

Commun-I-Care 

20,  21 

Pfizer,  Inc. 

50-54 

Companion  Technologies 

73 

The  Regional  Medical  Center 

76-78 

CompuSystems,  Inc. 

10 

Roper  Health  System 

75 

DermTec,  Inc. 

63 

SCIMER/Section  170 

62 

Disability  Determination  Division 

16 

SC  Academy  of  Physician  Assistants 

24 

Doctor's  Care 

74 

SCMA  Financial  Services,  Inc. 

38 

DuPont  Pharma 

67 

SC  Medical  Group  Management 

27 

Fox  Meadows  Software,  Ltd. 

Association 

72 

HMO  Blue 

68 

SCOPA 

64 

Hoeschst  Marion  Roussel 

33 

G.  D.  Searle  & Company 

23 

Home  Health  Medical  Services.  Inc. 

15 

Smith  & Nephew  Richards 

44 

Horizon  Pharmaceuticals 

25 

Southern  Medical  Association 

39 

I.  C.  System,  Inc. 

41 

U.  S.  Army  Health  Care  Personnel 

37 

Janssen  Pharmaceutica 

Recruiting 

34 

Eli  Lilly  & Company 

60 

USC  School  of  Medicine 

13 

Mayrand  Pharmaceuticals 

14 

Upstate  Professional  Systems 

11 

Mead  Johnson  Nutritional  Group 

47 

Wallace  Laboratories 
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Editorials 


FAMILY  VIOLENCE:  STRIKING  BACK 


This  year’s  annual  meeting  of  the  South  Car- 
olina Medical  Association  marks  the  conclusion 
of  the  presidency  of  Dr.  Benjamin  E.  Nicholson, 
who  vowed  to  take  on  the  problem  of  family  vio- 
lence. He  pledged  to  (1 ) create  a South  Caroli- 
na Coalition  for  Violence-Free  Families;  (2) 
identify  gaps  in  the  current  system;  (3)  develop 
a reference  book  for  physicians;  (4)  educate 
physicians  to  recognize  the  signs  and  symptoms 
of  abuse;  and  (5)  encourage  victims  to  confide 
in  their  physicians.  Fet  the  record  state  that  Ned 
Nicholson  kept  his  vow. 

Within  a few  months  of  assuming  office.  Dr. 
Nicholson  edited  a symposium  issue  of  The  Jour- 
nal providing  a comprehensive  overview  of 
domestic  violence,  from  childhood  to  old  age.1 
Soon  South  Carolina  physicians  will  receive 
copies  of  the  promised  Family  Violence  Refer- 
ence Book,  an  impressive  manual  designed  to 
help  them  suspect,  diagnose,  document,  and 
manage  these  challenging  problems.  And 
through  a variety  of  media,  patients  are  being 
encouraged  to  seek  help.  Our  consciousness  has 
been  raised.  We  appreciate  more  fully  that  fam- 
ily violence  spares  no  segment  of  society,  and 
that  we  as  physicians  must  assume  leadership 
roles. 

The  ability  to  screen,  recognize,  and  treat  the 
consequences  of  family  violence  is  rapidly 
becoming  a standard  of  care.  RADAR  has  been 
proposed  as  the  physician’s  acronym  for  fami- 
ly violence: 

^Remember  to  ask  about  it; 

*Ask  directly; 

* Document  your  findings; 

*Assess  the  patient’s  safety;  and 

* Review  the  patient's  options  and  Refer 
if  necessary.2 

Fet  us  briefly  explore  these  principles. 

Remember  to  ask  about  it.  Asking  about  fam- 


ily violence  should  become  routine,  since  we 
cannot  predict  its  victims.  Remember  also  that 
family  violence  often  shows  up  in  doctor’s 
offices  with  such  nonspecific  symptoms  as  anx- 
iety. depression,  fatigue,  headaches,  and  vague 
abdominal  or  pelvic  pain.  Consider  telling  your 
patients  up  front  that  you’ve  started  asking  every- 
one about  family  violence  because  to  do  so  is 
now  the  standard  of  care.  As  in  other  matters, 
practice  overcomes  embarrassment. 

Ask  directly.  For  example,  “Since  your  last 
complete  physical  exam,  have  you  been  hurt, 
injured,  threatened,  or  scared  by  your  husband 
(or  boyfriend  or  lover  or  whatever)?’’  Victims  of 
family  violence  often  become  experts  at  dis- 
guising their  humiliation.  Don’t  try  to  be  subtle. 

Document  your  findings.  Your  medical  record 
could  easily  become  the  centerpiece  of 
appropriate  investigation.  Describe  the  injuries 
accurately,  using  diagrams.  Suspicious  injuries 
include  those  that  are  bilateral,  multiple,  show 
various  stages  of  healing  (suggesting  repetitive 
trauma  rather  than  one  incident),  and  involve  the 
face,  breasts,  abdomen,  and  genitalia.  You'll  find 
many  pointers  about  documentation  in  the  Fam- 
ily Violence  Reference  Book. 

Assess  the  patient’s  safety.  Ask  directly  whether 
the  patient  is  fearful  for  his  or  her  life.  Take 
threats  seriously.  Don't  try  to  heal  the  stormy 
relationship.  Most  authorities  believe  that  cou- 
ples counseling  is  contraindicated  in  the  setting 
of  active,  ongoing  family  violence.  Your  sole 
concern  should  be  your  patient. 

Review  the  patient's  options.  In  the  Family  Vio- 
lence Reference  Book,  you'll  find  most  of  what 
you  need  to  know  about  places  to  refer  your 
patient  for  help.  There  should  be  an  emergency 
escape  plan.  It’s  best  to  leave  the  specific  details 
to  a social  worker,  nurse,  or  other  professional 
with  specific  interest  and  expertise  in  this  area. 
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Remember  that  decisions  to  leave  home  or  to  end 
a relationship  bring  about  special  times  of  dan- 
ger. Your  patient’s  life  may  depend  on  such  plan- 
ning. 

Family  violence  is  a problem  that  most  of  us 
would  prefer  not  to  think  about  most  of  the  time. 
Most  of  us  heard  little  or  nothing  about  it  in  med- 
ical school  (this,  too,  is  a large  topic  now  receiv- 
ing appropriate  attention').  But  are  these  obser- 
vations not  true  of  many,  perhaps  most  of  the 
issues  that  lie  at  the  heart  of  our  professionalism? 
Dr.  Nicholson’s  presidency  gives  a striking 
example  of  how  one  physician,  inspired  by  real- 


life  problems,  can  serve  society  through  orga- 
nized medicine. 

Well  done.  Dr.  Nicholson! 

— CSB 
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PHYSICIAN  RECOGNITION  AWARDS 

The  following  SCMA  physicians  are  recent  recipients  of  the  AMA’s  Physician  Recognition 
Award.  This  award  is  official  documentation  of  Continuing  Medical  Education  hours  earned. 

Frank  A.  Axson,  M.  D. 

Jack  W.  Bonner,  M.  D. 

Eugene  C.  Crisler,  M.  D. 

Richland  H.  Crooks,  M.  D. 

James  E.  Estes,  M.  D. 

Henry  P.  Leis,  M.  D. 

Susan  D.  Reynolds,  M.  D. 

Carl  W.  Sofley,  M.  D. 

Dale  A.  Van  Slooten.  M.D. 
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NAVAL  RESERVE 


NAVAL  RESERVE 


Fulfill  Your  Professional  Goals 


The  Naval  Reserve  is  seeking  qualified  physicians  and  nurses. 
Benefits  include  continued  education,  a retirement  plan,  and  the 
pride  that  comes  from  serving  your  country.  Certain  critical  care 
specialists  (including  residents)  may  qualify  for  financial 
bonuses  and  flexible  drilling  schedules. 

1-800-443-6419 

You  and  the  Naval  Reserve . Full  Speed  Ahead . 
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THE  46th  ANNUAL  MEETING  OF  THE  SOUTH  CAROLINA  MEDICAL 
ASSOCIATION 


The  46th  Annual  Meeting  of  the  South  Carolina 
Medical  Association  was  held  April  22-23,  1 896, 
in  Spartanburg.  Dr.  J.  L.  Napier  of  Blenheim  was 
in  the  chair.  The  treasurer  responded  that  all 
indebtedness  had  been  settled  and  the  balance  on 
hand  was  $324.43. 

The  president,  in  his  address,  pointed  out  the 
need  for  cooperation  among  the  1 ,500  physicians 
in  the  state.  He  urged  that  the  doctors  press  the 
Legislature  to  “improve  the  sanitary  laws  of  the 
state,"  pointing  out  that  many  of  the  diseases 
which  ravaged  the  population  were  preventable. 
The  small  pox  vaccination  had  been  around  for 
many  years,  but  was  not  extensively  used. 
Behring  in  1890  had  developed  the  diphtheria 
anti-toxin.  In  1885,  Pasteur  had  successfully 
treated  his  first  patient  with  hydrophobia.  Bet- 
ter sanitation  and  education  could  help  in  elim- 
inating, in  addition  to  the  above,  typhoid  fever, 
measles,  consumption,  yellow  fever  and  cholera. 

W.  J.  Garner,  M.  D..  of  Darlington,  reporting 
on  “Practice,”  discussed  the  pros  and  cons  of 
bicycle  riding.  “Bicyclists  are  legion  and  have 
come  to  stay.”  The  consensus  is  mostly  positive: 


Bicycle  riding  is  not  only  an  economizer  of 
time,  and  a healthy  form  of  exercise,  but  it  is 
a pastime  seductively  fascinating.  Woman, 
because  of  her  sex  and  the  prevailing  custom 
is  debarred  (from)  the  manly  and  the  more  vig- 
orous sports  to  which  man  is  entitled.  We  think 
it  but  right  that  she  should  enjoy  the  pleasure, 
recreation  and  healthy  exercise  that  temperate 
cycling  affords.  Let  her  wear  loosely  fitting 
(woolen)  body  clothing  and  sit  upright  and  the 
effect  will  be  that  of  any  general  exercise. ..In 
some  of  my  patients  who  are  active  brain  work- 
ers, suffering  with  most  distressing  conditions 
of  cerebral  hyperaemia,  cycling  has  effected 
positive  cure.  Some  of  my  patients  suffering 
from  hemorrhoids  have  not  only  been  relieved, 
but  positively  cured  by  indulging  in  the  plea- 
sures of  the  wheel. 

Dr.  L.  C.  Stephens,  of  Blackville,  president- 
elect, was  escorted  to  the  chair.  The  association 
was  adjourned. 

Betty  Newsom 

The  Waring  Historical  Library 
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Alliance  Page 

REPORT  OF  THE  SOUTH  CAROLINA  MEDICAL  ASSOCIATION  ALLIANCE  TO 

THE  SCMA  HOUSE  OF  DELEGATES 

The  South  Carolina  Medical  Association  Alliance  (SCMA A)  is  a humanitarian,  non-  profit 
volunteer  organization  made  up  of  spouses  of  physicians  who  promote  health  and  health  projects 
in  their  communities. 

As  is  usual  and  proper,  a significant  portion  of  my  year  as  president  was  comprised  of  travel 
visits  to  various  auxiliary  and  alliance  chapters  throughout  the  state.  I have  visited  20  counties  to 
date. 

Shortly  after  I took  office,  we  held  a spring  board  orientation  workshop  in  Columbia  at  the 
Sheraton  Hotel  and  Conference  Center  where  we  concentrated  on  the  many  tasks  before  us.  Our 
speakers  explained  the  SCMAA  involvement  in  the  Campaign  for  Violence-Free  Families.  Initial 
planning  for  the  physicians’  reference  book  began.  Earlier  this  month,  a news  conference  was 
held  announcing  its  completion  and  distribution. 

SCMAA  was  represented  at  the  American  Medical  Association  (AMA)  Alliance  convention  in 
June  by  five  delegates  which  responded  thoughtfully  to  the  strategic  plan  that  was  considered. 
The  name  change  and  logo  were  not  approved. 

In  August,  we  met  in  Columbia  to  co-sponsor  the  School  Nurse  Conference  with  the  South 
Carolina  Nurses  Association. 

In  September,  a Legislative  Workshop  was  held  at  which  the  South  Carolina  Medical 
Association  (SCMA)  lobbyists  informed  our  members  about  vital  legislation  to  be  considered 
during  the  next  session  of  the  South  Carolina  General  Assembly.  Other  speakers  were  Ms. 
Barbara  Moxon  of  the  South  Carolina  Advocates  for  Women  on  Boards  and  Commissions  and 
Ms.  Betsy  Wolfe,  former  Director  of  the  Alliance  for  South  Carolina’s  Children. 

The  SCMAA,  the  Alliance  for  South  Carolina’s  Children  and  the  Columbia  Junior  League 
sponsored  a conference  earlier  this  month  entitled  Helping  Families  Survive  and  Thrive.  We  gave 
financial  support  and  obtained  a keynote  speaker,  Ms.  Catherine  Licata,  who  spoke  on  the  effects 
of  domestic  violence  on  families. 

We  heard  progress  reports  at  our  fall  board  meeting  in  October  in  Columbia.  A full  itinerary 
included  reports  on  health  promotions,  membership,  American  Medical  Association  - Education 
and  Research  Lund  (AMA-ERL),  legislation  and  others.  The  county  presidents  sat  together  at 
lunch,  allowing  them  to  share  ideas.  Later  in  the  month,  the  SCMAA  was  represented  at 
Confluence  I in  Chicago  at  the  Drake  Hotel. 

Alliance  members  were  also  responsible  for  AMA-ERF  fund  raising.  The  Christmas  sharing 
card  is  always  our  most  effective  fund  raiser.  This  year,  raffle  tickets  for  a weekend  get-away  at 
the  Kiawah  Island  Inn  and  a special  Doctor’s  Day  appreciation  card  to  honor  physicians 
throughout  the  state  were  created.  As  of  this  writing,  over  $32,000  has  been  raised  for  AMA- 
ERF,  most  of  which  will  be  awarded  to  medical  schools  during  this  year's  House  of  Delegates. 

A membership  workshop  was  held  at  SCMA  Headquarters  in  February  with  the  national 
membership  chairperson,  Ms.  Susie  Reeder  from  Florida,  as  our  speaker.  The  SCMAA  brochure 
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was  distributed  at  this  meeting. 

Confluence  II  in  Chicago  was  attended  by  our  representatives  in  March. 

The  joint  board  meeting  and  convention  planning  were  our  main  focuses  in  March.  Mrs.  Bryan 
Walker  (Ginny),  an  alliance  member  from  Lexington  County,  spoke  to  us  about  volunteerism. 

Other  important  and  worthy  projects  that  were  undertaken  during  this  year  were  the  distribution 
of  the  Teen  Direct  Line  card,  an  increase  in  medical  student  scholarship  awards,  and  the  grant 
from  the  SCMAA  for  the  printing  of  the  physicians’  reference  book.  How  to  Recognize  and  Treat 
Victims  of  Family  Violence. 

Convention  1996  is  being  held  in  conjunction  with  the  SCMA  Annual  Meeting  at  the 
Charleston  Place  Hotel  on  April  24  - 25,  1996.  Our  special  guests  are  Mrs.  Ann  Wrenn.  Secretary 
of  the  AMA  Alliance,  and  Ms.  Amanda  Spivey,  Miss  South  Carolina  1995-96.  We  will  spend  two 
days  “Sharing  Our  Gifts.” 

It  has  been  an  honor  and  a privilege  to  serve  as  president  of  the  SCMAA  this  year,  and  I thank 
you  for  this  wonderful  opportunity. 

My  deepest  appreciation  goes  to  the  following  people,  all  of  whom  have  shared  their  gifts  with 
us  this  past  year:  to  the  county  auxiliaries  and  alliances  for  their  hospitality  and  dedication;  to  the 
SCMA  staff  for  their  support,  time,  and  effort,  especially  Ms.  Cathy  Boland,  our  staff 
coordinator,  without  whom  we  could  not  do  our  job;  to  Dr.  Ned  Nicholson,  President  of  the 
SCMA,  for  his  assistance  and  for  his  challenge  to  share  in  the  South  Carolina  Coalition  for 
Violence-Free  Families  and  the  exciting  reference  book  project;  and  to  the  SCMAA  officers  and 
chairpersons  for  their  superb  leadership  in  making  this  a most  successful  year. 

Kiki  Sanford,  President 
SCMAA,  1995-1996 
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ENDOCRINOLOGY,  FAMILY  PRACTICE, 
INFECTIOUS  DISEASE:  Practice  opportu- 
nities in  Orangeburg  County  for  experienced 
practitioners  and  graduating  residents/fellows. 
Practice  initiation  assistance  and  relocation 
allowance  are  available.  Located  at  the  junction 
of  1-26  and  1-95, 35  minutes  to  Columbia  and  65 
minutes  to  Charleston.  Achieve  financial  success 
in  a non-competitive  environment  while  enjoy- 
ing a superior  quality  of  life.  Contact  Dr.  Cher- 
mol.  The  Regional  Medical  Center  at  (800)  866- 
6045. 

SVP,  Medical  Affairs  for  evolving,  integrated 
delivery  system  in  the  Carolinas.  Candidates  will 
be  board  certified  medical  doctors  (preferably 
primary  care)  with  three  plus  years  of  physician 
management  and  leadership  experience  in  hos- 
pital/multi-site clinic  environment.  For  more 
information,  contact  Christine  Boes  at  (214)  739- 
1 370  or  fax  CV  with  letter  to  (2 14)  739-8661 . 


IMMEDIATE  OPENING:  MEDICAL  PHYSI- 
CIAN position  available  full  and  part  time.  Mon- 
day-Friday,  two  Saturdays  per  month,  no 
evenings.  Top  salary  and  benefits.  Salary  range 
for  full  time  position  $6,500-$  1 0,000  per  month 
relative  to  experience  and  qualifications.  Part 
time  position  $50-$70  per  hour.  Position  entails 
physical  examination  clearance  for  rehab  and 
some  occupational  medicine.  Fax  resume  to 
(864)  587-8227  or  send  to  PO  Box  41,  Spar- 
tanburg, SC  29304. 

SITUATION  WANTED:  Experienced  board- 
certified  general  surgeon  with  a South  Carolina 
license  interested  in  joining  an  existing  surgical 
or  multispecialty  practice.  Excellent  credentials. 
Call  Dr  Wendell  Goins  at  (202)  362-0966,  or 
write:  5405  Sherrier  Place,  NW,  Washington,  DC 
20016. 
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Oceanfront, 
Creekside,  & 
Marshview 
Homesites 


Come  see  for  yourself 
why  Jeremy  Cay  and 
The  Hammocks  are 
two  of  coastal  South 
Carol  i na  's  fastest 
selli  / ig  properties. 


Historic  Jeremy  Cay  at  Edingsville 
Beach  offers  South  Carolina’s  most 
beautiful  oceanfront  and  oceanview 
homesites.  Dirt  roads  wind  lazily  among 
oaks,  palmettos,  and  tidal  lagoons,  and 
offer  residents  some  of  the 
most  majestic  scenery  ever. 

It  is  a place  of  seclusion 
and  natural  beauty,  where 
marshes,  and  two  miles  of 
private  beach  that  surround 
this  pristine  island. 


The  Hammocks  at  Jeremy  Inlet  draws  its 
name  from  the  geographic  term  “hammock,” 
which  is  used  to  describe  an  area  higher  than 
its  surroundings,  characterized  by  rich  soil  and 
hardwood  vegetation.  Here,  gigantic  oaks  rise 
proudly  above  these  magnifi- 
cent homesites  and  tropical 
vegetation  enhances  the  spec- 
tacular views  of  the  marsh, 
creek,  and  ocean.  Individual 
dock  sites  and  controlled 
access  provide  added  value. 


The  Savage  Company  • One  Hammocks  Way,  Edisto  Island,  SC  29438 
(803)  869-1356  • 1-800-475-1556  • FAX:  (803)  869-1557 


“I  have  a very  select  practice.” 


DR.  ARTHUR  WILLIAMS,  DIRECTOR  OF  HEALTH  SERVICES 
SOUTHSIDE  HEALTHCARE,  INC.,  ATLANTA,  GA 


As  director  of  health  services  at 
Southside  Healthcare,  one  of  the 
nations  five  largest  community 
health  centers,  Dr.  Williams  oversees 
a team  of  health  care  professionals 
that  managed.  153,000  patient  visits 
last  year. 

Dr.  Williams’  career  reflects  his  com- 
mitment. He  worked  as  a pharma- 
cist, then  went  back  to  school  and 
earned  his  MD.  He  paid  for  medical 
\school  by  committing  to  work  three 
years  at  a community  health  center 
— Southside.  Nine  years  later,  he’s 
still  there,  still  giving. 

The  Sharing  the  Care  program 
donates  Pfizer’s  full  line  of  single- 
source pharmaceuticals  to  medically 
uninsured,  low-income  patients  of 
federally  qualified  centers  like 
Southside,  in  support  of  those  who, 
like  Dr.  Williams,  are  part  of  the  cure. 


Sharing  the  Care:  A Pharmaceuticals  Access 
Program  is  a joint  effort  of  the  National 
Governors’  Association,  the  National  Association 
of  Community  Health  Centers  and  Pfizer. 


Dr.  Williams  doesn’t  see  just  anyone. 
Only  those  who  need  him  most. 


We're  part  of  the  cure. 
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A TEEN  PREGNANCY  PROGRAM 

REMOVAL  OF  A 130  POUND  OVARIAN  NEOPLASM 

THE  KIVA  PROJECT 

DR.  WILLIAM  HARLESTON  HUGER 
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fox  meadows 

software 


LIMITED 


Take  time  to  compare  the  Fox  Meadows  advantage  and 
support  services  to  your  current  system  and  support 
fees. 

Lease  for  $200  a month  for  one  terminal  user 
and  $25  for  additional  terminal  users.  Initial 
License  fees  are  waived  for  a limited  time 
and  there  are  no  long  term  contracts. 


Medical  Office  Specialist 
Year  2000  ready 
On  site  training  and  support 
Conversion  of  your  current  data 
Networks  for  DOS  and  Windows 
Chart  Notes  that  use  templates  for  fast  entry 
No  daily,  monthly  or  annual  batch  processes 
Interfaces  with  other  Windows  and  DOS  products 
Relational  Database  Design  using  Microsoft  FoxPro 
Unlimited  Medical,  Statistical  and  Financial  Reporting 
Electronic  claims  & Statements,  Imaging  and  Voice  Recognition 
An  Encounter  form  that  provides  enough  info,  to  replace  file  folders 

Primary  Diagnostic  history,  medications,  allergies,  reactions,  laboratory  requests  and  results 

Appointment  Scheduler  that  supports  single  Physician  to  large  clinics 

Give  yourself  the  freedom  to  select  and  upgrade  your  hardware  as  you  wish 

FMS  is  more  than  a traditional  billing  system.  Physicians  and  nurses  will  find 
the  medical  information  captured  and  the  accessibility  of  this  information 
invaluable  for  Patient  care  today  and  into  the  21st  century. 

For  additional  information  please  call  (800)  754-7213  or  (803)  754-4290. 


No  one  mentioned  a preauthorization.  Is  that 
something  you  can  give  her?  By  the  way , what 
is  a preauthorization? 


Mix-ups  like  this  throw  your  practice's  schedule 
off  and  frustrate  patients.  So  head  off  problems, 
and  run  your  office  smoothly  with  PAID  IV  Plus. 

PAID  IV  Plus,  Companion  Technologies’  private 
label  version  of  The  Medical  Manager-,  is  the 
complete  practice  management  software  system 
that's  easy  to  use.  With  just  a few  simple  keystrokes, 
you'll  master  managed  care  functions,  including: 

Quickly  checking  for  treatment 
preauthorizations  and  patient  eligibility 

Maintaining  insurance  policy  limits 

Handling  multiple  insurance  providers 
for  a single  patient 

Producing  numerous  practice  reports 


Knowing  which  services  are  not  covered 

PAID  IV  Plus  actually  makes  "managed  care" 
manageable.  And  your  life  a lot  less  complex. 

Leant  what  else  PAID  IV  Plus  can  do  for  you. 
Call  Companion  Technologies  for  information  or 
to  schedule  a system  demonstration. 


1-800-382-PAID  (7243) 
or  fax  (803)  099-2384 

PAID  IV  Plus.  Because  patients  can  V remember 
everything,  and  you  have  to. 


Companion  Technologies 

Modern  technology  for  practice  management. 


Coaiiia!  living  like 
rlovviifi  e like  in  the 
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Oceanfront, 
Creekside,  & 
Marshview 
Homesites 


Co  i n e see  fo  r j >o  1 1 rself 
why  Jeremy  Cay  and 
The  Hammocks  are 
two  of  coastal  South 
Carolina  s fastest 
selling  properties. 


Historic  Jeremy  Cay  at  Edingsville 
Beach  offers  South  Carolina’s  most 
beautiful  oceanfront  and  oceanview 
homesites.  Dirt  roads  wind  lazily  among 
oaks,  palmettos,  and  tidal  lagoons,  and 
offer  residents  some  of  the 
most  majestic  scenery  ever. 

It  is  a place  of  seclusion 
and  natural  beauty,  where 
marshes,  and  two  miles  of 
private  beach  that  surround 
this  pristine  island. 


The  Hammocks  at  Jeremy  Inlet  draws  its 
name  from  the  geographic  term  “hammock,” 
which  is  used  to  describe  an  area  higher  than 
its  surroundings,  characterized  by  rich  soil  and 
hardwood  vegetation.  Here,  gigantic  oaks  rise 
proudly  above  these  magnifi- 
cent homesites  and  tropical 
vegetation  enhances  the  spec- 
tacular views  of  the  marsh, 
creek,  and  ocean.  Individual 
dock  sites  and  controlled 
access  provide  added  value. 


The  Savage  Company  • One  Hammocks  Way,  Edisto  Island,  SC  29438 
(803)  869-1556  • 1-800-475-1556  • FAX:  (803)  869-1557 


President's 


m FRANCIS  A,  COUNTWAY 

beginning  LIBRARY  OP  MEDICINE 

BBSIUWi  MA 

So  where  do  we  begin?  MAT  2 I m 

We  begin  by  recognizing  that  we  are  practicing  medicine  in  a time  of  irrevocable  change.  But 
that  is  the  subject  of  the  next,  much  lengthier  page.  For  now,  we  will  let  it  go  at  that. 

I began  my  journey  to  this  page  16  years  ago  when,  in  my  first  year  in  pracUceTTBecame  an 
alternate  delegate  to  the  South  Carolina  Medical  Association  (SCMA).  1 have  served  Spartanburg 
County  Medical  Society  and  the  SCMA  in  some  official  capacity  every  year  since  then.  I freely 
admit  that  this  may  be  the  first  job  I have  accepted  which  threatens  my  sense  of  humor. 

I also  admit  that  I border  on  being  overwhelmed  by  the  confidence  you  have  expressed  in  me, 
and  by  the  sense  of  responsibility  I feel  for  at  least  the  next  year’s  future  of  this  organization.  My 
commitment  to  you  is  for  a year  of  the  most  nearly  complete  service  I can  render. 

I promise  to  be  a no-nonsense  but  user-friendly  kind  of  medical  association  president. 

For  openers,  we  will  be  continuing  Dr.  Nicholson's  campaign  against  family  violence.  Our 
reference  book  has  been  distributed  to  the  offices  of  our  primary  care  physicians  and  to 
emergency  rooms  in  the  state’s  hospitals.  We  intend  to  establish  a permanent  committee, 
consisting  of  representatives  of  the  SCMA.  law  enforcement,  elected  officials,  educators,  and 
others  to  broaden  our  campaign. 

I also  plan  to  maintain  a high  profile  in  the  ongoing  process  of  health  care  reform,  with 
emphasis  on  individual  responsibility  and  freedom  to  choose. 

In  return,  1 kindly  request  your  patience  as  1 try  to  represent  all  members  and  components  of 
this  association  as  fairly  as  possible.  I am  open  to  suggestions  and  grievances,  and  I will  answer 
to  them  after  reflection  and  careful  consideration.  For  any  wisdom  you  may  have  to  impart. 
Madam  President  will  be  truly  grateful. 


C^t/l/ff  J)-  i f/h.  0 

Carol  S.  Nichols,  M.  D. 

President 
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BENEFITS  FROM  A TEEN  PREGNANCY  PRO- 
GRAM: NEONATAL  OUTCOMES  AND  POTEN- 
TIAL COST  SAVINGS* 


D.  W.  BLACKHURST,  M.  S.** 

T.  A.  GAILEY,  M.  D. 

V.  C.  BAGWELL,  R.  N.,  B.  S.  N. 

P.  A.  DILLOW,  R.  N.  C.,  G.  O.  N.  P. 

K.  McCUEN,  R.  N.,C.  N.  M. 

L.  WARNER,  M.  S.  N. 

M.  M.  CRANE,  Ph.  D. 


Estimates  of  pregnancies  among  teen-aged 
women  in  the  U.  S.  during  1992  are  in  the 
range  of  1,000,000;  some  20  percent  ended  in 
miscarriages  and  another  35  percent  in 
induced  abortions.1  In  the  U.  S.  in  1993,  the 
number  of  teenagers  giving  birth  was 
404,171;  10,135  were  < 15  years  old.  and 
149,751  were  15-17  years  old.2  In  South  Car- 
olina, estimated  pregnancy  rates  in  women 
14-17  years  of  age  increased  from  47.0  per 
1,000  in  1983  to  a high  of  56.9  in  1988;  since 
then  there  has  been  a steady  decline  to  a low 
of  44.8  in  1993.  However,  this  rate  still  trans- 
lates into  just  under  5,000  pregnancies  in 
1993. 3 


*From  Greenville  Hospital  System,  Greeenville,  SC. 

**Address  correspondence  to  Dawn  W.  Blackhurst, 
M.  S.,  Department  of  Research,  Division  of  Medical 
Education  and  Research,  Greenville  Hospital  System, 
701  Grove  Road,  Greenville,  SC  29605. 


Children  of  adolescent  mothers  are  at  high- 
er risk  of  having  poor  birth  outcomes.  Low 
birth  weight,  prematurity  and  neonatal  deaths 
are  all  more  likely  in  babies  born  to  mothers 
<17  years  than  in  babies  born  to  older 
women.14  The  value  of  prenatal  care  for  ado- 
lescents, and  especially  prenatal  care  deliv- 
ered in  teen  pregnancy  programs,  has  been 
convincingly  demonstrated  in  several 
studies,59  both  with  respect  to  neonatal  out- 
comes57 and  subsequent  follow-up.79  Inter- 
ventions have  been  conducted  through  estab- 
lishment of  community-based  clinics59  or 
through  peer  outreach  programs."’ 11 

The  national  costs  associated  with  teen 
pregnancy/parenting  from  selected  govern- 
ment programs  alone  (Aid  to  Families  with 
Dependent  Children  |AFDC],  food  stamps 
and  Medicaid)  were  estimated  to  be  $16.6 
billion  in  1986. 12  In  1981,  the  first-year  medi- 
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cal  costs  relating  to  adolescent  pregnancy 
were  estimated  to  he  $5.9  million  for  South 
Carolinians,  the  welfare  benefits  to  he  $7.2 
million,  and  the  total  to  he  $13.1  million. 13  If 
these  figures  were  projected  over  a 10-year 
period,  the  resulting  figure  would  he  $90.6 
million,  and,  in  1 984  dollars,  $126.9  million. 
Regardless  of  the  exact  dollar  figure,  the 
social  and  economic  consequences  of  teen 
pregnancy  are  immense. 

The  Office  of  Technology  Assessment  esti- 
mates that  preventing,  through  prenatal  care, 
the  birth  of  even  one  low  birth  weight  baby 
could  save  the  U.  S.  health  care  system 
between  $14,000  and  $30,000. 14  Programs 
like  ours  that  are  targeted  at  pregnant  adoles- 
cents have  the  potential  to  be  especially  cost- 
effective.  To  estimate  such  cost  savings  and 
to  verify  outcomes  of  our  program,  we  com- 
pared neonatal  outcomes  of  children  of  ado- 
lescent women  who  participated  in  this  pro- 
gram (the  Teen  Pregnancy  Clinic  of 
Greenville  Memorial  Hospital)  to  those  of 
children  whose  mothers  did  not  participate 
but  who  gave  birth  at  the  same  hospital.  Birth 
outcomes  heavily  favored  children  of  partici- 
pants of  the  program;  based  on  these  out- 
comes, we  estimated  cost  savings  associated 
with  the  program. 

METHODS 

This  cross-sectional  study  included  all  ado- 
lescent mothers  < 1 7 years  of  age  who  deliv- 
ered at  Greenville  Memorial  Hospital  (GMH) 
between  January  of  1990  and  December  of 
1993.  GMH  is  a community  teaching  hospital 
located  in  Greenville  County,  S.  C.,  (1990 
population,  320,000).  Approximately  99  per- 
cent of  all  1990  births  in  Greenville  County 
were  delivered  at  GMH;  the  corresponding 
figures  were  84  percent,  77  percent  and  76 
percent  for  1991,  1992  and  1993  respectively. 

Prenatal  care  services  of  The  Teen  Pregnan- 
cy Program  are  offered  through  the  Obstetrics 
Clinic  at  GMH;  this  program  is  open  to  any 
Greenville  County  resident  < 1 7 years  of  age. 
The  program  is  supported  by  The  Greenville 
Hospital  System  Foundation,  the  Children's 


Hospital,  and  the  Piedmont  Health  Care 
Foundation. 

Each  new  patient  is  initially  evaluated  by  a 
Nurse  Practitioner  (PD)  and  is  subsequently 
followed  by  house  staff  in  a Wednesday 
evening  clinic  or  by  the  Nurse  Practitioner  in 
morning  or  two  special  afternoon  clinics 
when  appropriate.  Other  service  components 
of  the  program  include:  (I)  prenatal  classes 
on  a variety  of  health  and  social  topics;  (2) 
nutrition  counseling;  and  (3)  social 
worker/case  manager  evaluation  and  on- 
going assistance  with  school  or  family  prob- 
lems. Each  patient  receives  a postpartum 
home  visit  by  the  Teen  Nurse  (VB);  approxi- 
mately 40  percent  of  patients  are  subsequent- 
ly followed  for  up  to  one  year  in  the  Teen 
Mom  Clinic,  which  provides  pediatric  follow- 
up for  the  children  and  parenting  classes  for 
their  mothers. 

For  group  comparisons,  mothers  were  cate- 
gorized into  those  who  did  and  did  not  partic- 
ipate in  the  Teen  Pregnancy  Program.  Eligible 
deliveries  were  identified  from  the  hospital 
computer  (search  criteria  were  age  < 17  years 
and  delivery  between  1991  and  1993)  and 
then  compared  to  a listing  of  program  partici- 
pants. Young  women  who  were  not  listed  as 
having  attended  the  Teen  Pregnancy  Program 
during  the  relevant  prenatal  period  were  con- 
sidered nonparticipants.  All  data  were 
retrieved  from  the  hospital’s  computer 
database.  Maternal  information  included  age, 
race,  gravida,  parity,  pay  class  (public  or  pri- 
vate insurance)  and  length  of  stay.  Infant  data 
included  birth  weight,  1-  and  5-minute  Apgar 
scores,  NICU  admission,  length  of  stay,  and 
vital  status. 

Continuous  variables  (age.  birth  weight) 
were  analyzed  using  Student's  t-test  for  inde- 
pendent groups;  because  length  of  stay  was 
not  normally  distributed,  the  Mann- Whitney 
U-test  was  used  for  all  comparisons.  Categor- 
ical variables  (demographic  variables,  birth 
weight,  Apgar  scores,  NICU  admission)  were 
compared  using  the  chi-square  test  of  propor- 
tions with  the  continuity  correction.15 

Because  these  data  were  gathered  from  sec- 
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TABLE  1 

Estimates  of  the  Proportion  of  Pregnant  Teenaged  Women  Delivering  in  Greenville  County 
Served  by  the  Teen  Pregnancy  Program,  1990-1993 


Live  Births  + 

Fetal  Deaths 

Served  by  Teen  Deliveries  at  GMH  Greenville  County 

YEAR  Pregnancy  Program  Mothers  14-17  Yrs  Mothers  14-17  Yrs 


1990 

194  (61.2%)* 

317 

297 

1991 

233  (77.9%) 

299 

282 

1992 

243  (79.4%) 

306 

294 

1993 

252  (87.5%) 

288 

262 

Total 

922 

1,210 

1,135 

* Percentages  based  on  number  of  deliveries  at  GMH. 


NOTE:  Estimates  of  live  births,  fetal  deaths,  and  number  of  pregnancies  in  Greenville  County  are  based  on  the  S.C. 
Teen  Pregnancy  Report  from  the  Office  of  Vital  Records  and  Public  Health  Statistics,  S.C.  Dept,  of  Health  and  Envi- 
ronmental Control. 


ondary  sources,  1RB  approval  was  not  neces- 
sary at  our  institution. 

RESULTS 

There  were  1,210  women  < 17  years  old  who 
delivered  at  Greenville  Memorial  Hospital 
during  the  study  period.  Just  over  75  percent 
of  these  women  (N=922)  had  attended  the 
Teen  Pregnancy  Program,  and  the  proportion 
of  the  total  who  did  so  increased  from  61  per- 
cent in  1990  to  88  percent  in  1993,  as  shown 
in  Table  1 . DHEC  estimates  of  the  total  live 
births  and  fetal  deaths  among  Greenville 
County  residents  aged  14-17  years  during  the 
same  period3  are  also  provided  in  Table  1 ; 
these  data  indicate  that  the  great  majority  of 
Greenville  residents  delivered  at  GMH. 

Demographic  and  maternal  characteristics 
of  program  participants  and  nonparticipants 
are  shown  in  Table  2.  A greater  proportion  of 
nonparticipants  were  white  (60.8  versus  45.4 
percent)  and  private  pay  (32.9  versus  0.9  per- 
cent), and  these  women  were  on  average  0.2 
years  older  than  participants.  No  significant 
differences  were  found  between  the  two 
groups  of  mothers  with  respect  to  gravidity. 


parity,  type  of  delivery  or  length  of  stay. 

Outcomes  of  infants  whose  mothers  were 
program  participants  were  more  favorable 
than  outcomes  of  infants  of  nonparticipants 
(Table  3).  These  outcomes  included  the  pro- 
portion with  five-minute  Apgar  scores  < 8 
(4.3  versus  6.6  percent,  p=0.14),  birthweight 
< 2500  grams  (12.2  versus  21.5  percent, 
p<.001),  and  NICU  admission  rates  (10.5  ver- 
sus 16.4  percent,  p=.008).  Participants’ 
infants  also  had  shorter  mean  (23.1  versus 
26.5  days,  p=.08)  and  median  (10  versus  17 
days)  lengths  of  stay  in  the  NICU. 

To  obtain  an  estimate  of  NICU  savings,  we 
assumed  that  if  nonparticipants  had  had  the 
same  NICU  admission  rates  and  NICU  length 
of  stay  as  the  participants  had,  then  (on  aver- 
age) only  32.7  (versus  the  51  observed) 
infants  would  have  been  admitted  to  the 
NICU.  In  addition,  they  would  have  had  a 
shorter  mean  length  of  stay  (23. 1 days  instead 
of  26.5  days).  Under  these  conditons,  about 
596.1  NICU  days  would  have  been  avoided; 
this  amounts  to  about  $894,000  over  the  four 
years  (at  $1,500  per  NICU  day).  These  calcu- 
lations are  shown  in  Table  4. 


May  1996 


TEEN  PREGNANCY 


TABLE  2 

Comparison  of  Maternal  Characteristics  in  1,233  Mothers 
<17  Years  Old  Who  Delivered  at  Greenville  Memorial  Hospital, 
1990-1993,  Stratified  hy  Participation  in  the  Teen  Pregnancy  Program 

Characteristic 

Participants* 

Nonparticipants* 

P- value 

Total 

922 

31 1 

Race  - No.(%) 

White 

419  (45.4) 

189  (60.8) 

< .001 

Black 

494  (53.6) 

1 19  (38.3) 

Other 

9 ( 1.0) 

3 ( 1.0) 

Pay  Class  - No.(%) 

Private 

8 ( 0.9) 

102  (32.9) 

< .001 

Service 

914  (99.1) 

195  (62.9) 

Teaching 

0 ( 0.0) 

13  ( 4.2) 

Mother’s  age  at  delivery 

Mean  ± SD 

16.5  ± 1.1 

16.7  ± 1.1 

.006 

Median 

16.8 

17.0 

Gravida  - No.(%) 

1 

734  (79.7) 

245  (79.0) 

.87 

> 1 

187  (20.3) 

65  (21.0) 

Parity  - No.(%) 

1 

790  (88.8) 

256  (84.8) 

.08 

> 1 

100  (11.2) 

46  (15.2) 

Delivery  Type  - No.(%) 

C-section 

135  (14.7) 

46  (14.9) 

.99 

Vaginal 

783  (85.3) 

263  (85.1) 

Length  of  hospital  stay  (days) 

Mean  ± SD 

3.1  ±2.0 

3.2  ± 2.6 

.48 

Median 

3 

3 

* Participants  are  mothers 

< 17  years  of  age  who  were  registered  in  the  Teen  Pregnancy  Program  database;  nonpar- 

ticipants  are  mothers  who  delivered  at  GMH  but  were  NOT  registered  in  the  Teen  Pregnancy  Pro 

gram  database. 

Note:  All  data  were  taken  from  the  hospital’s  mainframe  database;  frequencies  may  not  always 

add  to  the  total  due 

to  missing  data. 
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TABLE  3 

Comparison  of  Outcomes  in  Infants  of  1,233  Mothers  <17  Years  Old  Who  Delivered 
at  Greenville  Memorial  Hospital,  1990-1993, 

Stratified  by  Participation  in  the  Teen  Pregnancy  Program 

Infant  Outcome  Infants  of  Participants* 

Infants  of  Nonparticipants  P-value 

Total 

922 

311 

Apgar  score  at 
5 minutes  - No.(%) 
0-3 
4-7 
8-10 

1 (0.1) 
38  (4.2) 
866  (95.7) 

3(1.0)  <.001 

17  ( 5.6) 

281  (93.4) 

Birthweight  - No.(%) 
< 2500  grams 
> 2500  grams 

1 10  (12.2) 
795  (87.8) 

65  (21.5)  <.001 

238  (78.5) 

Length  of  hospital 
stay  (days) 

Mean  ± SD 
Median 

5.0  ± 12.2 
2 

6.4  ±11.6  .076 

2 

Admit  to  NICU  - No.(%) 
Yes 
No 

97  (10.5) 
825  (89.5) 

51  (16.4)  .008 

260  (83.6) 

Length  of  NICU  stay  (days) 
Mean  ± SD 
Median 

23.1  ±31.0 
10 

26.5  ± 22.7  .075 

17 

Deaths  - No.  (%) 

20  ( 2.2) 

11  (3.5)  .26 

* Participants  are  mothers  < 17  years  of  age  who  were  registered  in  the  Teen  Pregnancy  Program  database;  nonpar- 
ticipants are  mothers  who  delivered  at  GMH  but  were  NOT  registered  in  the  Teen  Pregnancy  Program  database. 

Note:  All  data  were  taken  from  the  hospital's  mainframe  database;  frequencies  may  not  always  add  to  the  total  due 
to  missing  data. 

DISCUSSION 

Our  results  indicate  that  infants  of  young 
women  attending  the  Teen  Pregnancy  Pro- 
gram at  GMH  had  better  neonatal  outcomes 
than  those  of  women  who  did  not  attend  the 
program.  There  were  proportionately  fewer 
low  birth  weight  babies,  fewer  NICU  admis- 


sions and  fewer  neonatal  deaths.  The  mothers 
in  both  groups  were  similar  in  age,  number  of 
prior  pregnancies  and  rate  of  cesarean  sec- 
tions. However,  differences  that  may  be  relat- 
ed to  access  to  prenatal  care  (i.e.,  race  and 
private  insurance)  or  to  delivering  a low  birth 
weight  infant  (race)  were,  if  anything,  more 
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favorable  towards  nonparticipants.  Had 
infants  of  nonparticipants  had  the  same  NICU 
admission  rates  and  length  of  stay  as  those  of 
program  participants,  perhaps  as  much  as 
$900,000  in  NICU  charges  could  have  been 
avoided. 

The  reasons  for  these  striking  differences 
are  unclear  but  are  consistent  with  those  from 
other  reports,4  7 9 " which  attribute  better  out- 
comes to  more  intense  prenatal  care  and 
prompt  referral  for  nonmedical  problems. 
Unfortunately,  we  did  not  have  data  on  gesta- 
tional age,  number  of  prenatal  visits  or 
trimester  when  prenatal  care  began,  nor  did 
we  have  data  for  both  groups  with  respect  to 
risk  factors  such  as  pregnancy-induced  hyper- 
tension or  diabetes,  alcohol  use,  cigarette 
smoking  or  use  of  illegal  drugs.  It  is  conceiv- 
able that  more  of  the  nonparticipants  had 
these  risk  factors  and  thus  were  a higher  risk 
group,  but  this  explanation  of  our  results 
seems  unlikely  given  the  similarities  in  age, 
previous  pregnancy  experience  and  cesarean 
section  rates  between  the  groups. 

Our  results  (birthweight  < 2500  grams  in 

12.2  percent  of  participants’  infants  versus 
21.5  percent  in  nonparticipants’)  are  quite 
similar  to  those  from  other  programs.  For 
example,  the  Resource  Mom  program  of  the 
Medical  University  of  South  Carolina  report- 


ed the  percentage  of  low  birth  weight  babies 
to  be  10.6  percent  in  program  participants  and 

16.3  percent  in  nonparticipants,10  figures  that 
are  similar  to  those  in  the  Johns  Hopkins 
Adolescent  Pregnancy  Program  (9.9  versus 

16.4  percent),"  but  somewhat  higher  than 
those  reported  (eight  percent  in  program  par- 
ticipants’ infants,  1 I percent  in  infants  of 
mothers  at  the  hospital  obstetrics  clinic)  from 
the  pioneering  program  at  the  Rochester 
School  of  Medicine  and  Dentistry.7  Neonatal 
death  rates  were  also  consistent  with  other 
studies. 

Primary  prevention  programs  for  teen  preg- 
nancy have  most  often  centered  on  delaying 
or  reducing  sexual  activity,  increasing  the  use 
of  contraceptives,  or  providing  meaningful 
alternatives  to  pregnancy.16  Success  of  these 
programs  has  been  difficult  to  document; 
however,  one  such  program  in  S.  C.  (a  com- 
munity-based intervention),  was  one  of  the 
few  studies  that  demonstrated  a significant 
decrease  in  estimated  pregnancy  rates  for  the 
program  area  versus  control  areas.17 

Clearly,  prevention  of  unintended  teenage 
pregnancies  provides  the  most  savings  in 
terms  of  both  social  and  economic  costs  to 
the  adolescent,  her  unborn  child,  and  society 
at  large.  However,  for  those  who  do  become 
pregnant,  prenatal  care  programs  targeted 


TABLE  4 

Estimated  Neonatal  Intensive  Care  Unit  (NICU)  Charges  for  Infants  of  Nonparticipants 
of  the  Teen  Pregnancy  Program, 

Had  Admission  Rates  Been  the  Same  as  That  of  Infants  of  Participants,  Women  < 17  Years  Delivering  at 

Greenville  Memorial  Hospital,  1990-93 


Total 

Infants 

NICUAdmit 

Rate 

No.  Infants 
Admitted 

Mean  days 
In  NICU 

Total  NICU 
days 

Cost/day 

Total  NICU 

Hospital 

Charges 

311 

.164  * 

51 

26.5* 

1.351.5 

$1,500 

$2,027,250 

311 

.105** 

32.7 

23  1 ** 

755.4 

$1,500 

$1,133,055 

Difference 

596. 1 

$ 894.195 

*NICU  admission  rate  (and  length  of  stay)  for  infants  of  nonparticipants. 

**  NICU  admission  rate  (and  length  of  stay)  for  infants  of  program  participants. 
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specifically  at  teens  can  be  an  effective  inter- 
vention in  reducing  the  number  of  poor  birth 
outcomes  and  associated  high  costs. 

SUMMARY 

These  data  demonstrated  that  participants  in 
our  teen  pregnancy  program  had  better  birth 
outcomes  than  comparable  teens  who  did  not 
participate  in  the  program.  Based  on  number 
of  NICU  admissions  and  lengths  of  stay,  we 
estimate  that  this  program  provided,  through 
the  reduction  of  poor  birth  outcomes,  poten- 
tial cost  savings  of  $890,000  over  four  years. 
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Ovarian  cancer  remains  the  leading  cause  of 
death  from  gynecologic  malignancies  in  the 
United  States.  Even  though  this  disease 
accounts  for  only  one-third  of  the  gynecolog- 
ic cancers,  it  makes  up  55  percent  of  the 
deaths  each  year.1  Even  with  the  advent  of 
aggressive  surgical  debulking  and  platinum- 
based  chemotherapy,  the  five-year  survival 
has  only  increased  six  percent  over  the  last  20 
years.1  In  ovarian  cancer  cases,  most  of  the 
individuals  have  epithelial  tumors.  Of  these 
epithelial  lesions,  they  present  as  benign, 
low  malignant  potential  (Borderline),  or  as 
frankly  invasive  tumors  when  examined  his- 
tologically. A group  of  these  ovarian  neo- 
plasms have  been  known  to  reach  immense 
proportions  in  size.  These  tumors  are  general- 
ly mucinous  or  serous  cell  types  and  are  usu- 
ally benign  or  low  grade  ovarian  cancers.2 
Case  reports  have  shown  these  neoplasms 
have  the  potential  to  become  larger  than  100 
pounds.2'5  The  authors  report  a 130  pound 
mucinous  tumor  of  low  malignant  potential 
which  appears  to  be  the  largest  tumor 
removed  to  date  in  South  Carolina  and  one  of 
the  10  largest  reported  in  the  English  litera- 
ture in  the  last  50  years. 

CASE  REPORT 

The  patient  is  a 37-year-old  white  female 
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who  presented  to  her  physician  complaining 
of  weakness  and  swelling  in  her  ankles.  On 
initial  assessment,  the  patient  appeared  to  be 
in  liver  failure  because  of  apparent  massive 
ascites.  Her  initial  lab  work  revealed  one 
major  abnormality  with  a low  hemoglobin 
(5.4).  Nutritionally,  the  patient  was  borderline 
as  reflected  by  an  albumin  of  3.9.  Tumor 
markers  were  drawn  and  her  CA-125  was  ele- 
vated along  with  her  CEA  at  214  and  10.1 
respectively.  When  liver  enzymes  became 
available  and  were  found  to  be  normal,  it 
became  obvious  the  patient  was  not  in  liver 
failure.  An  ultrasound  was  performed  and 
instead  of  a large  amount  of  ascites,  the 
patient  was  noted  having  a large  abdominal 
tumor.  After  transfer  of  the  patient,  a CT  scan 
was  performed  which  suggested  a probable 
ovarian  tumor  (See  Figure  1).  The  neoplasm 
was  noted  to  be  a multiloculated  cystic  mass. 
With  a CA-125  being  elevated,  this  supported 
the  presumptive  preoperative  diagnosis  of  an 
ovarian  neoplasm. 

Preoperatively,  the  patient  was  ambulatory 
although  with  some  difficulty.  Her  initial 
weight  was  292  pounds  (See  Figure  2).  At 
five  feet  and  three  inches  her  upper  extremi- 
ties suggested  that  her  baseline  weight  would 
be  under  150  pounds.  Her  history  for  weight 
change  was  not  significant.  She  had  been  at  a 
similar  weight  for  several  years.  A redistribu- 
tion of  this  weight  centrally  was  noted  by  the 
patient. 

The  patient  was  given  a bowel  prep  with 
Golytely  a day  prior  to  surgery  along  with 
four  units  of  packed  red  blood  cells.  In 
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FIGURE  1.  CT  Scan  of  large  abdominal  mass. 


surgery,  anesthesia  was  able  to  place  the 
patient  in  a supine  position  for  the  induction 
and  intubation.  Once  induction  of  anesthesia 
was  completed,  there  were  no  complications 
or  difficulties  with  ventilation  or  hypotension. 
While  asleep,  measurements  of  the  abdominal 
contents  were  made  externally  on  the  patient. 
From  the  xiphoid  process  to  the  symphysis 
pubis  was  96  centimeters  and  from  anterior 
superior  iliac  spine  to  anterior  superior  iliac 
spine  was  108  centimeters.  A midline  inci- 
sion was  made  and  required  most  of  this  pre- 
viously measured  96  centimeters  to  remove 
the  mass  intact.  Once  the  mass  was  dissected 
free  anteriorly,  a sterile  sling  was  fashioned 
from  a sheet.  This  was  done  in  an  effort  to 
create  equal  distribution  of  weight  around  the 
tumor  and  to  prevent  inadvertent  rupturing  of 
the  cystic  neoplasm.  With  this,  the  ovary  was 
lifted  out  of  the  pelvis  to  allow  for  dissection 
of  the  infundibulopelvic  ligament.  The  liga- 
ment had  grown  to  approximately  five  cen- 
timeters in  diameter.  Once  dissection  was 
complete,  the  mass  was  removed  and  taken 
off  the  field  on  a sterile  table  (See  Figure  3). 
The  weight  of  the  neoplasm  was  immediately 
tabulated  with  a bed  scale  and  then  sent  for 
frozen  section.  The  patient’s  tumor  was  a 
multiloculated  cystic  ovarian  tumor  arising 
from  the  right  ovary,  which  on  frozen  section 
was  a mucinous  tumor  of  low  malignant 
potential  (See  Figure  4).  Appropriate  staging 
was  completed  including  a hysterectomy, 
contralateral  oophorectomy,  omentectomy, 
peritoneal  biopsies,  washings,  and  pelvic  and 
periaortic  lymphadenectomy.  The  abdomen 


Figure  2.  Preoperative  presentation  of  patient. 


was  closed  in  a bulk  closure  with  a total 
blood  loss  of  200  cc’s  for  the  case. 

The  final  pathology  consisted  of  a stage  IA 
mucinous  ovarian  neoplasm  of  borderline 
malignant  potential.  The  patient  was  dis- 
charged home  on  the  seventh  postoperative 
day  with  a weight  of  142  pounds  which  was 
150  pounds  less  than  her  preoperative  weight. 
No  adjuvant  treatment  has  been  offered  to  the 
patient  based  upon  the  cell  type,  grade,  and 
stage  of  this  particular  neoplasm. 

DISCUSSION 

In  the  United  States  this  year,  there  will  be 
approximately  26.600  new  cases  of  ovarian 
carcinoma  and  14,500  deaths  from  the  same 
disease.1  Approximately  15  percent  of  these 
ovarian  cancers  will  be  tumors  of  low  malig- 
nant potential.6  These  low  malignant  potential 
cancers  have  an  overall  cure  rate  of  90  to  95 
percent  depending  on  the  stage  of  disease.6  In 
this  particular  case,  the  patient  had  a full  stag- 
ing laparotomy  making  her  a stage  I A (dis- 
ease confined  to  one  ovary  alone).  This  find- 
ing of  an  early  stage  lesion  in  a massive 
tumor  is  consistent  with  other  papers  that 
have  been  published.25  In  O'Hanlan's  report 
of  the  largest  tumor  ever  removed  intact,  a 
review  of  seven  malignant  and  four  border- 
line tumors  was  also  performed.2  It  revealed 
that  in  each  case  in  which  complete  staging 
was  actually  done  (seven  of  11),  all  the  can- 
cers were  found  to  be  stage  I.  These  tumors 
were  all  greater  than  44  pounds  and  five  of 
them  were  over  100  pounds.  Ovarian  tumors 
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Figure  3.  Large  ovarian  mass  at  130  pounds. 


consistently  make  up  the  largest  tumors  on 
record  in  the  world.  At  the  time  of  this  report, 
the  two  largest  tumors  removed  intact  were 
1 87  pounds  and  303  pounds  at  two  separate 
institutions. 23  Dotters  et  al  in  a review  of  the 
largest  tumors  reported  in  the  English  litera- 
ture in  the  last  50  years,  found  five  that  were 
greater  in  size  than  this  case  report.  There  is  a 
suggestion  that  other  tumors  removed  may 
have  also  been  immense  in  size  but  their 
weight  was  indeterminant  since  paracentesis 
removed  most  of  the  fluid  within  the  cyst 
prior  to  surgery.4 

Removing  tumors  intact,  as  was  done  here, 
is  important  since  a ruptured  capsule  with 
concomitant  tumor  spillage  into  the  abdomi- 
nal cavity  may  decrease  the  survival  in  early 
stage  ovarian  neoplasms  as  reported  in  the  lit- 
erature.7 Even  though  the  surgeon  does  not 
know  if  the  tumor  is  malignant  prior  to 
surgery,  it  is  important  to  treat  the  neoplasm 
as  if  it  is  malignant  until  proven  otherwise. 
Some  of  the  cases  reported  elsewhere,  as  pre- 
viously alluded  to.  drained  the  cyst  first  with 
a preoperative  paracentesis  to  allow  for  easier 
surgery.4  Knowing  that  many  of  these  large 
tumors  are  in  fact  early  stage  lesions  and  are 
considered  very  curable,  it  would  be  recom- 
mended that,  if  possible,  the  mass  be 
removed  intact  without  this  preoperative 
drainage. 

To  remove  the  tumor  in  this  case,  a vertical 
incision  was  made  that  was  approximately 
three  and  one-half  feet  in  length.  Other 
approaches,  including  a horizontal  incision 


• - - 

Figure  4.  Ovarian  mucinous  cystadenoma  of 
borderline  malignant  potential  demonstrating 
cellular  stratification  and  atypia. 

have  been  utilized  successfully  in  removing 
large  ovarian  masses.2  Once  the  mass  freed 
from  the  abdominal  cavity  without  rupture, 
the  incision  was  stopped  at  that  point.  With 
closure  of  the  abdomen,  some  of  the  extrane- 
ous abdominal  tissue  was  removed  and  a bulk 
closure  was  performed.  Delay  in  the  total 
reduction  of  the  extra-abdominal  tissue  was 
chosen  to  allow  some  retraction  of  the  rectus 
abdominous  muscle.  Some  individuals  have 
suggested  that  repair  of  the  anterior  abdomi- 
nal wall  may  be  done  concomitantly  with  the 
surgical  excision  of  the  mass.8 

The  mass  itself  was  45  percent  of  the 
patient’s  total  body  weight  and  did  not  pre- 
sent any  significant  post-operative  fluid  man- 
agement difficulties.  Even  though  the  tumor 
proportionately  is  large  compared  to  the  over- 
all weight  of  the  patient,  it  actually  did  not 
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require  a significant  increase  in  blood  supply 
since  most  of  the  tumor  was  a fluid  within  the 
cyst.  The  tumor  wall  was  approximately  15 
pounds.  Fluid  dynamics  may  certainly  be  dif- 
ferent in  patients  having  large  solid  tumors  and 
experience  by  other  surgeons  on  this  question 
is  minimal  in  the  gynecologic  literature. 

The  patient  was  offered  no  further  therapy 
even  though  the  tumor  was  so  large.  Creas- 
man  et  al.  described  a series  of  55  patients  in 
which  tumors  of  low  malignant  potential 
were  treated  with  surgery  alone,  or  in  combi- 
nation with  post-operative  adjuvant 
chemotherapy  or  radiation.9  The  survivals 
were  not  statistically  different  in  the  three 
arms  leading  to  the  conclusion  that  adjuvant 
therapy  in  this  setting  does  not  contribute  to 
survival  in  early  stage  disease. 

Conservative  therapy  would  be  acceptable 
as  far  as  unilateral  oophorectomy  and  staging 
given  the  early  stage  of  disease  here.  It  was 
not  done  in  this  case  because  of  patient  pref- 
erence to  remove  the  uterus  and  the  other 
ovary.  This  decision  was  also  influenced  by 
the  fact  the  patient  did  not  commonly  seek 
out  medical  care  as  is  evidenced  by  her 
allowing  the  tumor  to  mature  to  130  pounds. 

Finally,  this  was  one  of  the  largest  tumors 
on  record  removed  in  the  United  States  and 
the  largest  in  South  Carolina.  To  date  there 
have  been  approximately  96  tumors  reported 
in  the  world  that  have  been  over  100 
pounds.5  Most  of  those  reported  have  been  in 
literature  prior  to  1929  and  many  resulted  in 
patient  death.111  Since  the  capability  to  suc- 
cessfully remove  masses  safely  in  the  United 
States  is  now  commonplace,  there  have  been 
far  fewer  case  reports  of  these  massively 
enlarged  neoplasms.  Probably  most  are 
removed  when  they  are  substantially  smaller. 
As  stated  previously,  only  five  to  10  tumors 


greater  than  130  pounds  have  been  reported 
in  the  English  literature  in  the  last  50  years. 
Even  fewer  have  been  removed  intact. 

Finally,  the  question  of  why  this  patient 
waited  so  long  to  seek  medical  care  is  not 
completely  known.  The  most  likely  reason 
was  patient  denial  and  anxiety  over  the 
abdominal  growth.  Even  from  the  patient’s 
own  admission,  it  had  been  growing  for  sev- 
eral years.  If  individuals  routinely  sought 
medical  care  for  routine  gynecologic  care, 
these  kinds  of  cases  would,  as  a rule,  never  be 
seen.  □ 
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ELEANOR  R.  DAVIS,  L.  M.  S.  W. 
PAUL  K.  SWITZER,  III,  M.  D. 


“Kiva"  is  an  American  Plains  Indian  word  for 
a ceremonial  chamber  that  serves  as  a place 
for  important  community  events  such  as 
purification  and  passage  from  childhood  to 
adulthood.  The  Kiva  Project  serves  as  a tran- 
sition from  a structured  restrictive  inpatient 
hospital  setting  to  a less  restrictive  communi- 
ty environment. 

In  October  of  1986,  a trustee  of  a private 
foundation  made  an  offer  to  subsidize  such  a 
project  for  persons  with  mental  illness  to  the 
Director  of  the  South  Carolina  State  Hospital. 
A committee  composed  of  advocacy  groups 
and  mental  health  professionals  formulated  a 
plan  for  the  Kiva  Project. 

The  committee  established  a project  direct- 
ed towards  the  nurturing  of  confidence  in 
patients  who  were  ready  to  be  discharged  into 
the  community  but,  out  of  anxiety  and  fear, 
undermine  the  discharge  process.  At  the  same 
time,  the  Mental  Health  Association  in  South 
Carolina  established  new  local  chapters  in 
counties  throughout  the  state  to  educate  com- 
munities about  mental  illness  and  thus  built  a 
support  for  this  endeavor.  Through  a joint 
public/private  venture,  the  Kiva  Project  came 
into  existence.  Patients  who  were  eligible  for 
discharge  hut  who  remained  in  the  hospital 
for  the  aforementioned  reason  participated  in 
the  Project  to  learn  skills  that  enabled  them  to 
successfully  integrate  into  the  community. 

POPULATION  SERVED 

From  the  inception  of  the  project  in  1986 
through  March  16,  1993,  21  patients  who  par- 


*From the  South  Carolina  Department  of  Mental 
Health,  Columbia,  SC. 

**Address  correspondence  to  Dr.  Cardona  at  the  South 
Carolina  Department  of  Mental  Health.  PO  Box  I 19, 
Columbia,  SC  29202. 


ticipated  in  the  Project  were  discharged  from 
the  South  Carolina  State  Hospital.  Those 
discharged  from  the  project  after  this  date 
were  not  included  in  this  study  since  the 
impact  of  the  project  could  not  yet  be  evaluat- 
ed. 

Table  I summarizes  the  identifying  infor- 
mation of  the  patient  population.  Of  the  21 
patients,  five  were  males  and  16  were 
females.  Their  age  ranged  from  24  years  and 
five  months  to  56  years  and  five  months. 
Among  them,  they  carried  32  psychiatric 
diagnoses  based  from  the  Diagnostic  and  Sta- 
tistical Manual  of  Mental  Disorders,  Third 
Edition,  Revised,  (DSM-III-R)  American 
Psychiatric  Association,  1987.  The  diagnoses 
are  illustrated  in  Table  2. 

The  patients  had  either  been  in  the  institu- 
tion for  a long  period  of  time  or  had  a history 
of  a series  of  admissions  with  sequentially 
shorter  stays  in  the  community.  They  were 
dependent  upon  the  hospital  for  their  basic 
needs.  This  inextricable  bond  to  the  institu- 
tion was  detrimental  to  their  transition  to  a 
less  restrictive  environment. 

Table  3 illustrates  the  behavioral  problems 
manifested  by  the  patients  in  an  attempt  to 
make  the  discharge  plan  ineffectual.  These 
behaviors  included  aggression,  delusions 
about  an  external  force  preventing  their  dis- 
charge, non-compliance  with  treatment  and 
somatization. 

PHILOSOPHY  OF  THE  KIVA  PROJECT 

The  philosophy  of  the  Project  is  based  on  the 
cognizance  of  the  patient’s  point  of  view  of 
institutionalization  and  pervading  attitude 
towards  the  community.  First,  the  hospital  is 
a place  where  the  patient's  basic  needs  were 
met  and  where  unconditional  acceptance  was 
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TABLE  1 

IDENTIFYING  INFORMATION  OF  PATIENTS  DISCHARGED  FROM 

THE  KIVA  PROJECT 


Total 


Number 

21 


Sex 

Males  5 

Females  1 6 

Ethnicity 

African-American  1 1 

White  9 

Eurasian  1 


Age 


Mean 

Range 


42.9  years 
24.5-56.6  years 


TABLE  2 

PSYCHIATRIC  DIAGNOSES  BASED  ON 

DSM-III-R, 

1987 

Diagnosis 

Number 

Percentage 

Schizoaffective  disorder 

10 

31% 

Schizophrenia  (Total) 

7 

22% 

Types:  Undifferentiated 

(4) 

(13%) 

Paranoid 

(2) 

(6%) 

Residual 

0) 

(3%) 

Bipolar  disorder,  manic 

1 

3% 

Organic  brain  syndrome 

1 

3% 

Intermittent  explosive  disorder 

1 

3% 

Major  depression,  recurrent  episode 

1 

3% 

Personality  disorders  (Total) 

1 1 

35% 

Types:  Personality  disorder  not  otherwise  specified 

(6) 

(19%) 

Borderline 

(I) 

(3%) 

Dependent 

(2) 

(6%) 

Organic 

0) 

(3%) 

Passive-aggressive 

0) 

(3%) 

Note:  Figures  are  rounded  to  total  100%.  Twelve  persons  carry  more  than  one  diagnosis. 

experienced.  Second,  the  community  is  the 
place  of  onset  of  the  patient’s  mental  illness 
and  where  ridicule,  rejection  and  exploitation 
were  experienced.  The  idea  of  a discharge  to 
these  patients  led  to  uncertainty  looming  in 


the  future. 

However,  the  goal  of  every  person  with 
mental  illness  is  to  live  as  normal  as  possible, 
analogous  to  the  norms  and  patterns  of  the 
mainstream  of  society.  To  dispel  the  hospi- 
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TABLE  3 

MANIFESTED  BEHAVIORS  DETRIMENTAL 
TO  DISCHARGE  INTO  THE  COMMUNITY 

1 . Agitation 

2.  Aggression 

a.  Towards  self 

I.  self-injurious  behaviors 
ii.  suicidal  threats 

b.  Towards  others 
I.  verbal 

ii.  physical 
individual 
inanimate  objects 

3.  Anxiety 

4.  Bizarre  thinking 

5.  Delusions 

6.  Deterioration  of  self-care 

7.  Indifference  to  environment 

8.  Hallucinations 

9.  Hostility 

10.  Irritability 

1 I . Inappropriateness 
a.  Exposure  of  self 

12.  Negativism 

13.  Non-compliance  with  medication 

14.  Refusal  to  eat 

15.  Resort  to  use  of  alcohol 

16.  Somatization 

17.  Suspiciousness  of  food  being  poisoned  in  the 
community 

18.  Uncommunicativeness 

19.  Uncooperativeness 


tal/community  ambivalence,  programs  to 
desensitize  the  patient’s  dependence  to  the 
institution  and  to  encourage  integration  into 
the  community  should  be  developed. 

The  program  of  choice  should  be  communi- 
ty-based while  the  patient  is  in  the  hospital. 
This  treatment  modality  should  be  undertak- 
en until  the  person  prevails  over  this  anxiety 
provoking  event  and  is  able  to  venture  into 
the  community  in  due  time.  This  entails  a 
staff:patient  ratio  of  1:5  in  order  to  render  the 
comprehensive  services  which  the  patient 
needs. 

HOSPITAL  AND  COMMUNITY-BASED 
COMPREHENSIVE  COORDINATED 
SERVICES 

When  the  project  began  in  1986,  staff  consist- 
ed of  a full-time  Project  Administrator  and  a 
one-half  time  Clinical  Counselor.  In  1988,  the 


present  Project  Administrator  was  hired,  the 
staff  was  increased  to  four  full-time  positions, 
one  Clinical  Counselor,  one  Chaplain,  one 
Master  Social  Worker  and  one  Activity  Ther- 
apist. All  the  staff  were  credentialed  by  the 
Medical  Staff  of  the  Hospital  and  served  as 
adjuncts  to  the  ward  treatment  team. 

The  primary  task  of  the  Kiva  staff  was  to 
change  the  patient’s  reliance  on  institutional 
dependency  to  self-reliance  in  a community 
setting.  The  Kiva  staff  interacted  with  the 
patients  and  as  trust  was  built  up.  the  scene  of 
intervention  was  shifted  from  the  relative 
safety  of  the  ward  to  the  Kiva  Room  in  a dif- 
ferent building  on  the  hospital  grounds. 

In  the  Kiva  Room,  there  were  treatment 
interventions  designed  to  teach  patients  how 
to  take  care  of  their  needs  and  to  seek  assis- 
tance if  needed. 

From  the  Kiva  Room,  the  patients  were 
gradually  introduced  to  the  Kiva  House,  a 
psychosocial  learning  laboratory  with  a 
home-like  atmosphere  that  is  located  in  a 
local  neighborhood.  As  the  patients  gained 
mastery  over  their  environment,  they  were 
introduced  to  the  programs  at  the  local  mental 
health  center  accompanied  by  staff  of  the  Pro- 
ject. Through  these  programs,  medical,  men- 
tal health,  psychosocial  and  follow-up  ser- 
vices were  provided.  Family  counseling  for 
those  who  continued  to  benefit  from  family 
support  were  also  provided  by  the  Kiva  staff. 

Close  working  relationship  was  maintained 
between  the  staff  of  the  Project,  hospital  and 
local  mental  health  centers  to  ensure  that  the 
patients  received  their  entitlements  and 
appropriate  services  after  they  were  dis- 
charged from  the  hospital.  After  discharge, 
they  were  free  to  visit  the  Kiva  House. 

OUTCOME  OF  SERVICES 

The  effectiveness  of  the  Project  was  evaluat- 
ed by  comparing  the  pattern  of  admissions, 
length  of  stay  in  the  hospital  per  admission 
and  length  of  stay  in  the  community  per  dis- 
charge for  the  21  Kiva  patients  prior  to  and 
after  the  establishment  of  the  Project.  The 
data  presented  in  Table  4 reflect  that  the 
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TABLE  4 

OUTCOME  OF  SERVICES  PROVIDED  TO  21  PATIENTS 

Prior  to  Kiva 

After  Kiva 

# Admissions 

235 

22 

Mean 

11.19 

1 .05* 

s.d. 

7.08 

i 

Range 

1-22 

0-1 0(a) 

Length  of  Stay  In  Hospital  per 

admission 

Mean 

751.17  Days 

25.22  Days 

s.d.. 

1,909.45 

68.95 

Range 

37.21-9,003  Days 

18.5-284.67  Days 

Length  of  Stay  In  Community 

per  discharge 

Mean 

232.5  Days 

581.7  Days** 

s.d. 

388.10 

454.62 

Range 

0-1,779.5  Days 

42.1-1,414  Days 

Length  of  Participation  in  Kiva 

program 

prior  to  discharge 

Mean 

456. 14  Days 

Range 

3-1,709  Days  (a) 

* t = 6.4.  d.f.=20,  p >.0005 
**  t = 2.67,  d.f.=20,  p >.01 

(a)  The  person  with  10  admissions  after  Kiva  participation 

is  the  same  person  who  was  in  the 

program  for  only  3 days  before  the  first  discharge.  This  may 

be  one  reason  for  the  failed  tenure 

in  the  community. 

admission  rate  was  significantly  reduced 
(t=6.4,  d.f.=20,  p>.0005)  and  the  length  of 
stay  in  the  community  was  significantly 
increased  (t=2.67,  d.f.=20,  p >.01)  after  treat- 
ment in  the  Project. 

SUMMARY 

The  treatment  program  for  patients  involved 
in  the  Kiva  Project  was  individualized. 
Growth  was  reinforced  and  regression  was 
accepted  as  a natural  part  of  the  treatment 
process.  Discharge  was  never  discussed  until 
the  patient  indicated  readiness  to  leave  the 
hospital  and  willingness  to  undertake  a partic- 
ular placement  opportunity  in  the  community. 
Rehospitalization,  if  it  occurred  was  consid- 


ered a part  of  the  process  and  the  staff  contin- 
ued to  be  supportive  of  the  patient  regardless 
of  whether  or  not  they  remained  in  the 
Department  of  Mental  Health  system. 

As  of  March,  1993,  21  patients  had  been 
successfully  discharged  to  the  community. 
Eleven  of  these  patients  have  been  out  of  the 
hospital  for  more  than  a year,  and  three  for  as 
long  as  six  years.  In  financial  terms,  this 
means  a savings  in  the  long-term  institutional 
care  of  these  patients  as  opposed  to  more 
cost-effective  outpatient  services. 

The  Project  currently  serves  17  patients.  It 
continues  to  be  a viable  treatment  modality 
for  the  Division  of  Psychiatric  Rehabilitation. 

□ 
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HIGHLIGHTS  OF  THE  APRIL  25-28  BOARD  OF  TRUSTEES  MEETINGS 


The  board  agreed  that  in  the  future,  special  invitees  to 
board  meetings  will  be  O.  Marion  Burton,  MD, 
AMA  Alternate  Delegate  for  the  American  Academy 
of  Pediatrics;  and  Edward  E.  Kimbrough,  MD,  AMA 
Delegate  for  the  American  Orthopaedic  Association. 

The  board  elected  the  following  physicians  to  the 
SOCPAC  board;  District  1:  Alex  Ramsay,  MD;  Chris 
Lahr,  MD;  and  Allan  Rashford,  MD;  District  2:  James 
Reynolds,  MD;  District  3:  James  J.  Hill,  Jr.,  MD;  and 
District  4:  Patricia  Westmoreland,  MD. 


Following  adjournment  of  the  House  of  Delegates  on 
Sunday,  April  28,  1996,  the  SCMA  Board  of  Trustees 
met  to  reorganize  for  the  1996-1997  year.  Richard  E. 
Ulmer,  MD,  Charleston,  was  elected  Chairman  of  the 
Board,  and  J.  Capers  Hiott,  MD,  Sumter,  was  elected 
Vice  Chairman  of  the  Board.  R.  Duren  Johnson,  Jr., 
MD,  Lancaster,  was  elected  as  the  At  Large  member 
of  the  Executive  Committee.  New  Trustee  William 
Boulware,  MD,  Florence,  was  elected  Clerk. 

□ 


MEDICARE  UPDATE 


The  May  1996  Medicare  Advisory  contains  important 
information  about  various  issues  such  as  an  update  on 
the  correct  coding  initiative;  workshops  for  ambulance, 
chiropractic,  ESRD/dialysis,  and  basic  billing,  and  much 
more. 

New  Remittance  Advice:  HCFA  will  be  making  a num- 
ber of  changes  in  the  payment  notices  sent  to  physicians, 
practitioners,  and  suppliers.  These  changes  are  expect- 
ed to  be  in  place  on  July  1,  1996.  The  latest  version  of 
the  revised  format  appears  in  the  May  1996  Medicare 
Advisory. 

Hospice  Billing  and  Payment  Guidelines  Under  Part 
B:  When  Medicare  beneficiaries  elect  hospice  care,  they 
waive  all  rights  to  Medicare  Part  B payments  for  services 
that  are  related  to  the  treatment  and  management  of  their 
terminal  illness  except  for  professional  services  of  an 
“attending  physician.”  For  the  purpose  of  administering 
the  hospice  benefit  provisions,  an  “attending  physician” 
means  a physician  who  is  (1)  a doctor  of  medicine  or 
osteopathy;  and  (2)  identified  by  the  individual,  at  the  time 
the  beneficiary  elects  hospice  coverage,  as  having  the 
most  significant  role  in  the  determination  and  delivery 


of  their  medical  care. 

The  professional  services  of  an  attending  physician  that 
are  reasonable  and  necessary  for  the  treatment  and  man- 
agement of  a hospice  patient’s  terminal  illness  are  not  con- 
sidered hospice  services.  Such  services  can  be  billed  to 
the  Part  B carrier,  provided  they  are  not  furnished  by  the 
physician  under  a payment  arrangement  with  the  hospice. 
Private  physicians  attending  hospice  patients  should  enter 
the  statement:  “Hospice  patient.  Dr. is  the  attend- 

ing physician  and  is  not  employed  by  the  hospice”  in  item 
19  of  the  HCFA  1500. 

CLIA  Update:  The  Center  for  Disease  Control  and  Pre- 
vention (CDC)  has  sent  written  notice  to  HCFA  which 
establishes  a new  waived  test.  Under  CLIA,  entities  hold- 
ing a certificate  of  Waiver  are  limited  to  performing  only 
those  tests  authorized  as  waived,  and  no  others.  The  fol- 
lowing test  was  added  to  the  authorized  list  of  waived  tests 
effective  for  services  provided  on  or  after  March  17,1 995; 

G0054  Blood  cholesterol  test,  by  cholesterol  moni- 
toring device  approved  by  the  FDA  for 
home  use. 

(continued  on  page  2) 


MEDICARE  UPDATE  (continued) 


New  Modifier  for  Laboratory  Services:  HCFA  has  estab- 
lished a national  HCFCS  modifier.  The  new  modifier, 
described  below,  is  effective  March  1,  1996: 

QP  Documentation  is  on  file  showing  that  the  labo- 
ratory test(s)  was  ordered  individually  or  ordered 
as  a CPT-recognized panel  other  than  automated 
profile  codes  80002-80019,  G0058,  G0059,  and 
G0060. 

Using  this  modifier  is  optional  and  does  not  assure  pay- 


ment. HCFA  has  not  established  any  requirements  that 
all  laboratories  must  use  this  modifier.  However,  in  most 
cases,  Medicare  will  accept  the  modifier  as  sufficient  evi- 
dence of  medical  necessity.  Medicare  may,  however, 
request  additional  documentation,  such  as  diagnosis  infor- 
mation, in  order  to  support  the  medical  necessity  of  the 
laboratory  test.  Please  refer  to  the  May  1996  Medicare 
Advisory  for  more  information  on  this  new  modifier. 

□ 


MEDICAID  UPDATE 


Alle rev/ Immunotherapy  Policy:  The  following  is  a 
reminder  regarding  Medicaid’s  allergy/immunotherapy 
policy.  Supervision  and  provision  of  vials  of  antigen  or 
venom  are  reimbursed  per  vial,  not  treatments  or  doses. 
If  more  than  one  vial  is  needed  per  patient,  the  number 
of  vials  should  be  billed  in  the  days/units  column  of  the 
claim  form. 

Physicians  Enhanced  Program  (PEP)  Pilot  Protect : 
The  PEP  Pilot  Project  began  May  1 , 1996  at  Sumter  Pedi- 
atrics. The  PEP  is  a voluntary  program  which  links  Med- 
icaid recipients  to  a primary  care  provider.  PEP  work- 
shops have  been  held  for  specialty  care  physicians  in 
Sumter  and  Richland  counties  and  for  MUSC  specialty 
care  physicians.  DHHS  program  staff  has  met  with  emer- 
gency room  staff  from  Tuomey,  Clarendon  and  Richland 
Memorial  Hospitals  to  discuss  the  ER  protocol  for  PEP 
members.  Meetings  with  Kershaw  and  Newberry  Hos- 


pitals are  planned  for  May.  Lovelace  Family  Medicine 
is  expected  to  start  in  the  PEP  Pilot  Project  in  July,  1996. 

Medicaid  Provider  Manual:  The  Medicaid  Provider 
Manual  for  Physicians  has  been  updated  and  is  expect- 
ed for  release  in  late  June  or  early  July,  1996. 

Additional  Training  Sessions  for  Registered  Nurses; 
DHEC  will  be  conducting  two  additional  Child  Health 
Maintenance  Courses  for  registered  nurses  on  the  fol- 
lowing dates:  July  10, 11,30, 31  and  October  10, 11,30, 
3 1 . The  purpose  of  the  course  is  to  enhance  the  skill  level 
of  registered  nurses  in  your  practice  who  would  be  per- 
forming EPSDT  exams.  (Please  refer  to  November  29, 
1995  Medicaid  Bulletin  to  EPSDT  Screening  Providers.) 
If  you  or  your  staff  would  like  additional  information  or 
would  like  to  enroll,  contact  Sandra  McCord  or  Paula 
Trulley  at  (803 ) 253-6121 . □ 


PHYSICIANS  CARE  NETWORK  (PCN)  UPDATE 

The  SCMA’s  managed  care  network.  Physicians  Care  Network  (PCN),  is  pleased  to  announce  that  nearly 
20,000  insureds  were  enrolled  under  PCN  effective  May  1 . 

With  the  ability  to  market  the  new  non-risk  sharing  product  along  with  the  existing  risk  sharing  plan,  PCN 
predicts  great  success  in  adding  many  more  companies. 

In  an  effort  to  recruit  more  physicians  to  PCN,  the  network  will,  as  soon  as  possible,  eliminate  the  15  percent 
withhold  on  reimbursement  for  office  Evaluation  and  Management  visits  and  on  office  preventive  care  visits. 
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HIGHLIGHTS  OF  THE  SCMA  ANNUAL  MEETING,  1996 
APRIL  25-28, 1996 


Carol  S.  Nichols,  MD,  a Spartanburg  neurologist,  was  inaugurated  as  president  of  the  SCMA,  and  the  first 
woman  to  assume  that  position.  After  taking  office,  she  expressed  her  appreciation  to  those- assembled  for  being 
allowed  to  be  the  first  president  “ever  inaugurated  in  a pink  suit.”  She  was  later  honored  at  a gala  reception  on 
Saturday,  April  27. 

Following  are  the  results  of  the  elections  which  took  place  during  the  closing  session  of  the  House  of  Delegates 
on  Sunday,  April  28: 


President-elect: 

Secretary: 

Vice  Speaker  of  the  House: 
Trustee,  Second  District: 
Trustee,  Second  District: 
Trustee,  Fourth  District: 
Trustee,  Fourth  District: 
Trustee,  Sixth  District: 
Trustee,  Sixth  District: 
AMA  Delegates: 

AM  A Alternate  Delegates: 


S.  Nelson  Weston,  MD,  Columbia 
William  H.  Hester,  MD,  Florence 
Robert  M.  Sade,  MD,  Charleston 
Gerald  A.  Wilson,  MD,  Columbia 
James  J.  Hill,  Jr.,  MD,  Aiken 
Boyce  G.  Tollison,  MD,  Easley 
John  P.  Evans,  MD,  Greenville 
William  N.  Boulware,  MD,  Florence 
Kenneth  L.  DeHart,  MD,  Myrtle  Beach 
Walter  J.  Roberts,  Jr.,  MD,  Columbia 
Daniel  W.  Brake,  MD,  Charleston 
S.  Nelson  Weston,  MD,  Columbia 
Carol  S.  Nichols,  MD,  Spartanburg 


RESOLUTIONS 


The  SCMA  Board  of  Trustees  resolution  on  Advance  Directives  was  adopted  by  the  House  of  Delegates.  It  calls 
for  physicians  to  make  information  and  forms  concerning  advance  directives  continuously  available  in  patient 
waiting  areas  and  to  talk  with  their  patients  about  documenting  their  wishes  regarding  end-of-life  medical 
treatment.  Also  adopted  was  the  Maternal,  Infant  and  Child  Health  Committee  resolution  encouraging  physicians 
to  consider  HIV  testing  as  part  of  the  prenatal  panel  and  that  appropriate  SCMA  committees  should  consider 
grounds  for  possible  legislative  action  that  HIV  testing  for  pregnant  women  be  mandatory. 

The  House  of  Delegates  amended  and  adopted  the  Ad  Hoc  Committee  on  Medicaid  Reimbursement  & Policy 
resolution  which  calls  for  the  SCMA  to  actively  pursue  the  development  of  an  equitable  Medicaid  reimbursement 
fee  schedule  for  physician  services  which  would  (1)  financially  recognize  physicians  in  rural  areas  who  treat  a 
disproportionately  high  number  of  Medicaid  patients,  and  (2)  eliminate  the  disparity  in  payment  between  private 
practice  physicians,  independent  rural  health  clinics,  provider-based  rural  health  clinics  and  federally  qualified 
health  clinics.  Referred  to  the  SCMA  Board  of  Trustees  for  fiscal  and  feasibility  study  was  a resolution  calling  for 
the  establishment  of  a Disaster  Preparedness  Council.  The  House  amended  and  adopted  a resolution  encouraging 
all  medical  specialties  to  immediately  begin  implementing  plans  and  procedures  to  become  at  least  partially  self- 
funded  in  basic  and  clinical  research  in  their  respective  disciplines.  This  resolution  will  be  submitted  to  the  AMA. 

A resolution  regarding  access  to  MUSC’s  specialized  services  was  filed  for  reference.  Adopted  as  amended  was  a 
Greenville  County  Medical  Society  resolution  that  the  SCMA  do  all  in  its  power  to  act  promptly  in  protecting 
patients’  rights,  promoting  a “Patient’s  Bill  of  Rights,”  and  that  the  Board  of  Trustees  form  a task  force  to 
consider  patients’  rights  issues. 

The  House  of  Delegates  also  voted  to  adopt  the  policy  of  the  AMA  supporting  an  optional  point-of-service  health 
insurance  plan  and  to  support  legislation  requiring  a patient  choice  of  provider  option  for  managed  care  plans 
consistent  with  the  AMA  policy.  With  regard  to  SCMA  direct  membership,  the  House  voted  that  the  SCMA 
create  a task  force  of  representatives  from  a cross  section  of  county  medical  societies  to  examine  the  issue  of 
county  society  membership  as  a prerequisite  to  SCMA  membership,  unification  of  state  and  county  societies,  and 
assuring  comparable  benefits  to  members  in  every  county.  The  report  of  the  task  force  will  be  presented  to  the 
House  of  Delegates  at  its  1997  meeting.  □ 
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CAPSULES 


At  the  SCMA  Annual  Meeting,  Robert  H.  Taylor,  MD,  Spartanburg,  was  presented  the  prestigious 
President’s  Award  by  Benjamin  E.  Nicholson,  MD,  for  having  acted  as  his  mentor  and  to  recognize  his 
contributions  to  the  practice  of  medicine  in  South  Carolina. 

Bosko  Postic,  MD,  and  Philip  A.  Green,  MD,  both  of  Columbia,  received  the  Thomas  A.  and  Shirley 
W.  Roe  Award  for  the  best  article  published  in  The  Journal  of  the  South  Carolina  Medical  Association 
during  1994  and  1995.  Their  article,  “Infection  and  Disease  Due  to  Human  Immunodeficiency  Virus 
and  the  Acquired  Immunodeficiency  Syndrome,”  was  published  in  the  September,  1995  issue.  The 
award  was  presented  during  the  closing  session  of  the  SCMA  House  of  Delegates  by  Editor  Emeritus 
Edward  E.  Kimbrough,  MD. 

Joseph  Harland,  MD,  Florence,  was  presented  the  DHEC  Volunteer  Physician  of  the  Year  Award. 

On  April  25,  1996  at  Montpellier,  France,  Charles  H.  Banov,  MD,  Charleston,  was  elected  president  of 
Interasma,  and  Chairman  of  the  World  Congress  of  Allerology.  Interasma  is  an  international 
organization  of  people  interested  in  asthma,  cutting  across  all  disciplines  (allergy,  immunology, 
pulmonology,  nursing,  etc.).  The  World  Congress  of  Allerology  meets  every  three  years  to  review 
scientific  updates  in  allergy-asthma  care  and  research. 


ADVANCE  DIRECTIVES  AWARENESS  WEEK 

Advance  Directives  Awareness  Week  is  May  19-25.  Please  take  the  time  to  talk  with  your  patients  about 
documenting  their  wishes  regarding  end-of-life  treatment. 


ALZHEIMER’S  DISEASE  BOOKLET  AVAILABLE 


A new,  illustrated  booklet  from  the  National  Institute 
on  Aging  discusses  the  basic  anatomy  of  Alzheimer’s 
disease  and  summarizes  what  scientists  are  finding 
out  about  its  cell-damaging  course.  The  booklet 
contains  helpful  anatomical  drawings  and  colorful 
brain  images  made  using  state-of-the-art  technology. 

This  booklet  describes  in  simple  terms  how  the 
disorder  affects  the  brain.  It  discusses  known  and 


suspected  risk  factors,  current  diagnostic  tools  and 
potential  biomedical  treatments.  Physicians  may  want 
to  suggest  it  to  patients’  family  members  and  other 
caregivers. 

For  a single,  free  copy  of  Alzheimer’s  Disease: 
Unraveling  the  Mystery  (Z123),  call  the  ADEAR 
Center  at  1-800-438-4380.  □ 
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DR.  WILLIAM  HARLESTON  HUGER: 
PHYSICIAN  TO  THE  CHARLESTON  ORPHAN 
HOUSE,  1854-1906 

SUSAN  L.  KING* 


On  October  18,  1790  at  the  instigation  of 
John  Robertson,  a philanthropic  merchant  and 
member  of  City  Council,  an  Ordinance  was 
passed  establishing  the  Charleston  Orphan 
House  “for  the  purpose  of  supporting  and 
educating  poor  and  orphan  children  and  those 
of  poor  and  disabled  parents  who  are  unable 
to  support  and  maintain  them.”1  Until  the 
building  was  demolished  in  1952,  over  five 
thousand  needy  white  children  were  cared  for 
by  the  Institution.  Charlestonians  were  proud 
of  their  Orphan  House,  the  first  municipal 
child  care  facility  in  the  United  States.  It  was 
believed  that  “strangers  have  missed  what  is 
best  with  us,  if  they  have  not  visited  the 
Orphan  House.2 

City  Council  annually  elected  twelve  Com- 
missioners who  were  responsible  for  the  man- 
agement and  operation  of  the  Orphan  House. 
This  Board  met  weekly  with  each  member 
alternating  his  services  as  a Visiting  Commis- 
sioner. The  Visiting  Commissioner  primarily 
investigated  applicants  for  admission  or 
indenture;  however,  he  also  inspected  the 
House,  grounds  and  staff  and  conducted  reli- 
gious services  on  Sunday.  A Steward  and 
Matron  supervised  a staff  (known  as  Officers) 
which  included  a baker,  cook,  engineer,  gar- 
dener, nurses,  porter,  washer,  sewing  mis- 
tress, spinner/weaver  and  school  teachers. 

Upon  entering  the  Orphan  House,  a child 
was  indentured  to  the  occupation  of  educa- 
tion; however,  the  Commissioners  retained 
the  power  to  apprentice  the  child  to  another 
trade  at  a later  date.  Girls  at  the  age  of  13  and 
boys  at  the  age  of  14  were  placed  on  a Bind- 
ing-Out  List  and  shown  to  prospective  mas- 
ters to  be  taught  a trade.  Apprenticeships  for 
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girls  ended  at  age  1 8 and  for  boys  at  age  2 1 . 
The  Institution  was  almost  completely  self- 
sufficient.  Contact  with  the  outside  world  was 
rare  for  the  inmates  (as  the  children  were 
called).  They  were  fed  by  home-grown  food, 
dressed  in  home-spun  clothing  and  educated 
in  the  building.3 

Financial  support  for  the  Orphan  House 
came  from  both  public  and  private  sources. 
City  Council  made  annual  appropriations  and 
state  law  permitted  the  Institution  to  share  in 
funds  collected  from  escheated  property.'  In 
addition  a Private  Fund,  established  in 
September  1808,  was  used  for  “donations 
given  directly  to  the  Board  of  Commissioners 
for  the  personal  comfort  and  private  benefit 
of  the  children.”5 

Included  in  the  care  provided  by  the  Institu- 
tion was  a medical  department.  The  Commis- 
sioners believed  that  “regular  hours,  good 
ventilation,  exercise  and  wholesome,  well 
prepared  food  contribute  largely  to  the  health 
of  the  children.6 

In  1861,  the  By-Laws  of  the  Charleston 
Orphan  House  were  revised.  The  Physician 
was  directed  "to  attend  on  and  administer 
medicines  to  all  sick  persons  in  the  Institu- 
tion, whether  such  persons  be  maintained  or 
relieved  in  the  same,  or  whether  they  be 
employed  therein  as  officers,  assistants  or  ser- 
vants, and  shall  prefer  no  charge  or  demand, 
on  account  of  attendance  and  medicines  by 
him  imparted  to  any  officer  or  assistant  in  the 
institution.  He  shall  have  charge  of  the  hospi- 
tal and  quarantine  departments  of  the  house, 
and  give  directions  to  the  nurses  employed 
therein;  shall  keep  a record  of  the  children 
admitted  into  the  hospital;  the  name,  sex,  age 
and  disease  of  each  patient;  when  received 
and  discharged,  and  the  result  of  each  case. 


May  1996 


229 


DR.  WILLIAM  HARLBSTON  HUGER 


He  shall  make  a weekly  report  ol'  his  depart- 
ment to  the  Board,  with  such  recommenda- 
tions as  he  may  consider  important,  and  an 
annual  report  of  the  health  statistics  of  the 
house  for  the  past  year,  with  such  views  as  to 
the  sanitary  condition  and  regulations  of  the 
Institution  as  he  may  deem  of  interest,  and 
worthy  of  notice  and  preservation.”7 

This  paper  concerns  the  tenure  of  Dr. 
William  Harleston  Huger  (1826-1906). 
Appointed  in  1854,  Dr.  Huger  served  as 
Physician  to  the  Institution  until  his  death.  A 
graduate  of  the  Medical  College  of  the  State 
of  South  Carolina,  he  also  studied  in  Paris 
and  spent  two  years  at  the  Rotunda  Hospital 
in  Dublin.  In  his  History  of  Medicine  in 
South  Carolina,  1825-1900,  Dr.  Joseph  War- 
ing stated  that  “Dr.  Huger’s  upright  character 
was  highly  esteemed  among  his  professional 
colleagues,  who  considered  him  “primus  inter 
pares.”8  His  concern  for  others  was  evident 
when,  soon  after  his  appointment,  he  request- 
ed a leave  of  absence  to  go  to  Virginia  and 
assist  with  the  major  yellow  fever  epidemic 
there  in  August  and  September  18552 

Dr.  Huger’s  ties  to  the  Orphan  House  were 
strong.  His  grandfather,  John  Huger,  served 
as  a Commissioner  from  1792-1796  and  as 
Chairman  of  the  Board  from  November  to 
December  of  1792. 

After  his  appointment.  Dr.  Huger  faced  a 
tremendous  task  - his  predecessor,  Dr. 
George  Logan,  had  served  for  over  40  years. 
The  papers  of  the  two  men  reveal  two  diverse 
styles,  personally  and  professionally.  Dr. 
Logan  prepared  meticulous  reports  with 
numerous  statistics  and  maintained  a detailed 
correspondence  with  the  Commissioners.  If 
Dr.  Huger  wrote  such  reports  and  letters,  they 
are  not  extant.  This  is  very  unlikely  in  view 
of  the  copious  records  kept  by  the  Commis- 
sioners. Apparently,  the  only  written  records 
prepared  by  Dr.  Huger  were  the  weekly  Doc- 
tor’s Reports.  In  addition,  medical  matters  are 
rarely  mentioned  in  the  Commissioners’  Min- 
utes during  his  tenure.  In  contrast,  copies  of 
Dr.  Logan’s  letters  and  reports  appear  fre- 
quently. When  Dr.  Logan  wrote  the  Commis- 


sioners, he  was  respectful,  almost  sub- 
servient. Dr.  Huger's  style  was  terse,  almost 
brusque.  Comparisons  between  the  two  men 
were  inevitable.  Dr.  Huger’s  first  major  crisis 
occurred  early  in  1862.  In  less  than  two 
months,  eight  children  died.  During  Dr. 
Logan’s  tenure,  no  more  than  six  children  had 
died  in  a single  year.  The  Visiting  Commis- 
sioner referred  to  “the  extraordinary  mortality 
beyond  all  precedent. ..[and  the]  anxiety  and 
distress”  of  the  situation.  The  Commissioners 
were  so  concerned  over  this  unheard  of 
occurrence  that  a special  committee  was  cre- 
ated to  investigate  the  matter. 

In  response  to  a request  by  the  Committee, 
Dr.  Huger  reported: 

February  17  - Jane  Shaw  [U-41],  aged  11 
years,  7 months,  died  in  Mrs.  Beahan’s  dor- 
mitory; did  not  complain  of  being  sick  the 
night  of  the  17th;  about  1 o’clock  vomited 
some  undigested  food,  she  then  went  to 
sleep  - at  5 o’clock  her  nurse  went  to  her; 
and  found  her  fainting.  The  Physician  was 
sent  for  - he  came  immediately,  and  found 
her  dead. 

February  18  - James  Cummings  [W-45]  at 
7 years,  died  in  hospital  of  Tubercular 
Phthisis. 

February  27  - Michael  Mullins  [S-64|  at  13 
years  - complained  of  pain  in  neck  - was 
sent  up  to  Hospital  - stimulating  embroca- 
tion was  made  to  neck  - was  seen  again  in 
the  evening  by  Physician;  had  vomited 
some  bile,  and  passed  bile  downwards.  Said 
he  felt  better  during  the  night,  nurse  heard 
him  groan,  went  to  him,  found  him  speech- 
less - died  before  the  Physician  arrived  - he 
came  immediately. 

March  4 - William  Caughey  [T-90]  at  11 
years,  10  months;  died  of  Typhoid  Fever. 
February  12  - Sarah  Cody  [U-247]  at  10 
years,  a confirmed  epileptic  - had  measles 
and  whooping  cough  - died  from  the  com- 
bination. 

February  18  - James  Mulvaney  [T-224]  at  4 
years  - dysentery,  measles  and  whooping 
cough. 

February  19  - George  Wienges  [W-25]  at  1 
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year,  dysentery,  measles  and  whooping 
cough. 

February  27  - Annie  Fleming  [U-38]  at  9 
years,  9 months  - sent  out  of  School  on 
Monday  evening  ailing.  Spent  Tuesday  in 
Dormitory  ailing  though  not  sick  apparent- 
ly. On  Wednesday  morning  was  sent  to  hos- 
pital - did  not  seem  sick  - in  the  evening 
took  a cup  of  tea,  went  to  bed.  Rested  well 
until  3 o'clock.  Nurse  heard  her  groan,  went 
to  her,  found  her  cold  - vomited  bile.  Fric- 
tions with  Turpentine  & Mustard  were 
made.  Physician  sent  for,  came  immediate- 
ly, found  her  dead. 

After  receiving  this  report,  the  Committee 
determined  that  “there  is  no  reason  to  believe 
that  there  is  any  essential  or  necessary  con- 
nection or  relation  between  or  among  them; 
[the  deaths]  or  that  they  are  of  common  ori- 
gin...Death  too,  although  common  to  all,  yet 
infinitely  modified  by  incidental  circum- 
stances. never  takes  place  in  exactly  the  same 
manner.  In  some  the  heart  dies  first;  in  others 
the  brain;  and  in  others  again  the  lungs.  Some 
accordingly  die  suddenly,  whilst  others  linger 
out  for  indefinite  periods  of  time. ..A  single 
shrimp  will  sometimes  give  fatal  cholera  to 
one  who  has  been  accustomed  to  eat  them  all 
his  life. ..Besides  disease  is  one  thing,  and  the 
symptoms  of  it  another,  so  that  the  latter  are 
oftentimes  dumb,  while  the  former  is  carrying 
on  within  the  inevitable  work  of 
destruction.”10  The  sickness  in  the  Institution 
continued  throughout  1862.  A Typhoid  Fever 
epidemic  raged  from  May  to  July.  The  situa- 
tion was  so  serious  that  many  relatives  and 
friends  requested  that  children  be  allowed  to 
leave  the  Orphan  House  for  “a  change  of  air.” 
Fannie  Martin  [ V- 3 9 ] recovered  from 
Typhoid  Fever;  however,  she  was  reduced  to 
a state  of  Imbicility.  On  April  2.  a foundling 
child,  Alice  aged  2 years,  died  of  measles. 
Emile  Boiteux  [W-17]  died  from  suppurative 
diathesis  on  June  26.  Diarrhea  claimed  the 
life  of  Joanna  Hennessy  [V-31]  on  July  3. 
Elizabeth  Evans  [U-221]  died  of  Typhoid 
Fever  on  July  1 7. 

Typhoid  Fever  continued  to  find  victims  in 


the  Orphan  House  for  many  decades.  James 
Nasher  [unk]  died  in  February  1863.  His  case 
was  described  as  “a  violent  one.”  In  July 
1863.  Dr.  Huger  requested  “that  the  room 
occupied  as  a dormitory  by  Elizabeth  Hays 
[ R - 7 8 1 and  Ellen  Croghan  [R-102]  be  not 
used  for  that  purpose  - its  proximity  to  the 
privy  will  be  likely  to  produce  Typhoid  Dis- 
ease, both  of  the  girls  have  recently  had  a 
threat  of  that  disease."  George  Klemm  [Z-35] 
aged  seven  years  died  on  September  29, 
1873.  He  had  suffered  from  the  disease  since 
August  12th.  On  May  11,  1880,  Willie  Blake- 
ly [Z-273]  aged  eight  years  and  four  months 
died.  Robert  Crawford  [Z-230]  aged  six  years 
died  on  September  6,  1881.  A particularly 
tragic  case,  that  of  John  Clauss  [BB-191 1,  ter- 
minated on  August  13,  1885.  In  a critical  con- 
dition for  over  forty  days,  Clauss  suffered 
from  severe  hemorrhages  and  large  and  angry 
bed  sores  prior  to  his  death.  Florence  Jeffer- 
son [AA-241]  aged  fourteen  years  died  on 
February  23,  1889.  In  1900.  two  children, 
Gladys  Hutchinson  [unk]  and  Charlie  Ellis 
[GG-25|,  died  of  the  disease. 

The  only  Annual  Report  prepared  by  Dr. 
Huger  found  among  his  papers  is  dated 
September  1,  1859.  In  it.  Dr.  Huger  reported 
that  425  patients  had  been  treated.  More  than 
half  of  the  cases  consisted  of  Catarrh,  Pneu- 
monia, Scarlet  Fever,  Ophthalmia,  Diarrhea 
and  Yellow  Fever.  The  remainder  were  bron- 
chitis. mumps,  chicken  pox,  cholera  morbus, 
cutaneous  affections,  ulcers,  worms,  disloca- 
tions and  fractures.  In  a population  of  330 
children,  nine  inmates  had  died  - six  of  yel- 
low and  scarlet  fever  and  three  from  “ordi- 
nary disease.” 

An  epidemic  of  Varioloid  struck  the  Institu- 
tion from  January-March  1866.  From  Febru- 
ary 1 to  February  18  there  were  30  cases  of 
the  disease  reported.  Three  children  died  dur- 
ing the  epidemic.  Admissions  were  suspend- 
ed during  this  period  and  not  reopened  until 
May. 

Another  serious  epidemic  occurred  during 
the  summer  of  1866.  On  August  30.  58  cases 
of  Broken  Bone  Fever  (a  mild  form  of  Yellow 
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Fever)  were  in  ihe  hospital.  One  death,  Eliza- 
beth Myers  [V-23],  occurred. 

Since  the  establishment  of  the  Institution, 
outbreaks  of  the  Itch  (“a  loathsome  disease”) 
had  frequently  appeared.  In  March  1867, 
forty-five  cases  were  under  care.  To  prevent 
the  spread  of  the  disease,  Dr.  Huger  had  “all 
of  the  Boys. ..thoroughly  examined  and  every 
case  of  Itch,  however  slight... .taken  to  the 
Hospital. ..and  kept  there  under  treatment  until 
cured.  |He  also  suggested]  that  all  of  the 
woolen  Clothing  and  Blankets  used  by  the 
Boys,  be  thoroughly  boiled,  so  that  when  the 
children  return  to  their  Dormitories,  they  may 
be  not  again  diseased  by  using  infected  cloth- 
ing.” In  addition.  Dr.  Huger  recommended 
“that  the  children  in  the  dormitories  be  sub- 
jected to  a bath  twice  a week;  this  might  be 
accomplished  by  making  a certain  number 
bathe  every  night,  such  a course  would  tend 
to  diminish  the  cutaneous  affection  which  is 
so  troublesome  among  the  children.” 

Other  epidemics  involved  Glandular  Oph- 
thalmia in  November  and  December  1867, 
Whooping  Cough  in  November  1870  (64 
cases)  and  in  August  1874,  Eruptive  Disease 
in  March  1880,  Broken  Bone  Fever  in 
September  1880  ( 109  cases).  Scarlet  Fever  in 
December  1881  (23  cases  with  two  deaths). 
Scabies  in  1893  (42  cases).  Influenza  in 
August  1893  (37  cases)  and  the  Grippe  in 
January  1897  (56  cases). 

The  most  frequent  and  serious  epidemics 
involved  measles.  One  can  almost  hear  the 
pained  resignation  in  his  voice  when  Dr. 
Huger  reported  “There  is  a case  of  measles  in 
the  House.”  Between  July  I and  August  26, 
1869,  182  cases  were  reported  in  a population 
of  321  children.  Again,  admissions  were  sus- 
pended. Three  children  died  of  Capillary 
Bronchitis,  a sequela  of  the  measles.  In  1878, 
99  cases  of  measles  occurred  in  a population 
of  234  children.  Two  children  died  in  this  epi- 
demic. Four  children  died  in  the  1887  epidem- 
ic. Between  March  and  April.  1 16  cases  struck 
a population  of  221  children.  The  last  major 
measles  epidemic  occurred  in  1 896.  Although 
there  were  no  deaths,  in  a population  of  230 
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children,  133  inmates  were  stricken. 

In  such  a large  group  of  children  accidents 
were,  of  course,  frequent.  Fractures  of  arms, 
wrists  and  clavicles  occurred  regularly.  Many 
of  the  fractures  occurred  when  inmates  fell 
from  windows.  The  most  serious  accident  of 
this  kind  occurred  in  August  1873  when 
Thomas  McCue  | X- 1 27  J died  in  a fall  from  a 
fourth  story  window.  “His  injuries  were  frac- 
tures of  both  arms,  the  spinal  column,  much 
laceration  about  the  scalp  and  internal  injuries 
which  were  manifested  by  the  quantity  of 
blood  thrown  up  as  black  vomit.”  Eddie 
Torek  | GG- 1 ) fell  from  a first  floor  window 
on  July  2,  1896  causing  a compound  fracture 
of  the  radius.  After  almost  four  weeks  of  suf- 
fering, he  died  of  gangrene. 

Other  incidents;  however,  were  decidedly 
out  of  the  ordinary.  A boy  was  struck  in  the 
abdomen  with  a brick  which  resulted  in  vio- 
lent peritoneal  inflammation  in  1867.  In 
1868,  two  boys  were  burned  by  hot  soup. 
Two  boys  had  their  faces  “scalded  by  the 
explosion  of  some  powder"  in  December 
1 870.  A boy  “fell  with  his  face  in  a pan  of  hot 
hominy  and  is  considerably  scalded"  in 
February  1879.  Twelve  children  became 
extremely  ill  in  November  1892  by  ingesting 
a wisteria  vine  in  the  yard.  Two  boys 
drowned  in  1902  during  an  outing  at  the  Isle 
of  Palms. 

Serving  as  Physician  to  a population  of 
hundreds  of  young  children  often  involved 
cases  that  were  “ailing  but  not  sick;  “ howev- 
er, Dr.  Huger  occasionally  encountered 
unusual  diseases. 

Between  1871  and  1892  Dr.  Huger  treated 
blood  disorders  in  several  children.  Elizabeth 
Vinguard  [Y-164]  “suffering  from  Leuco- 
cythemia  (White  Blood)  which  is  considered 
incurable,  is  now  failing  fast.”  She  died  on 
December  30,  1871  aged  13  years.  In  August 
1876,  Dr.  Huger  described  Nancy  Dudley’s 
[AA-4]  blood  as  “white  and  more  fluid  than  it 
should  be.”  Julia  Myers  [ unk  ) “had  a blood 
disease  ( Purpura  Hemohagica  ).”  In  October 
1885,  Dr.  Huger  wrote  that  Richard  Hicks 
[CC-66]  suffered  “from  anemia  (want  of 
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blood).”  On  November  26.  he  died  aged  nine 
years  of  Leucocythemia  (White  Blood).  Two 
brothers,  David  [CC-128]  and  Franklin  [CC- 
132]  Hart,  also  suffered  from  "White  Blood.” 
In  July  1887,  Dr.  Huger  stated  that  Franklin 
"has  had  a large  abscess,  which  was  opened 
and  relieved,  another  is  forming  in  the  same 
leg,  the  reoccurrence  of  these  abscesses  indi- 
cates a serious  condition  of  health,  which  has 
been  brought  about  by  Malarial  Poisoning 
anterior  to  their  admission  into  the  House.” 

In  July  1867,  Dr.  Huger  reported  “there  are 
four  children  who  are  quite  lame,  the  result  of 
Hip  Joint  Disease:  Jane  Ingham  [U-165], 
John  Brown  [W-165],  Thomas  O’Connor  [X- 
144]  and  James  Conroy  [unk],  if  the  lameness 
is  not  rectified,  curvature  of  the  spinal  col- 
umn is  apt  to  occur,  which  would  increase  the 
deformity  and  impair  their  usefulness,  there  is 
a shoe  which  is  used  with  advantage  in  such 
cases,  it  is  suggested  that  the  above  named  be 
provided  into  such  shoes.” 

Susan  Ballantine  [ V-239  ],  aged  eight 
years,  “had  a congenital  club  foot,  which 
made  her  very  lame  in  walking,  the  Dorsum 
of  the  foot  receiving  the  weight  of  the  body; 
the  operation  for  the  Deformity  has  been 
commenced,  a satisfactory  result  is  anticipat- 
ed.” On  January  23,  1868,  Dr.  Huger  noted 
that  the  operation  was  a success  and  that  she 
would  probably  walk  without  a limp. 

Lizzie  McDermid  [AA-78]  “had  a curved 
spine... [and]  hopes  are  entertained  that  the 
disease  will  be  arrested  and  the  deformity 
will  not  increase.  In  October  1877,  Dr.  Huger 
declared  “the  Hunchback  is  improving.” 

Oscar  Mason  | B B- 1 0 1 ] suffered  from  Club 
Feet.  On  October  4.  1878,  he  was  operated  on 
and  reported  to  be  “doing  well”  on  October 
25.  By  July  1879,  he  had  outgrown  his  old 
shoes  and  required  new  ones.  In  June  1885, 
Dr.  Huger  again  requested  that  new  braces 
and  shoes  be  procured. 

Cecile  Reily  [AA-139  ] also  had  Club  Feet. 
She  underwent  two  operations  in  September 
1890.  Except  for  an  attack  of  erysipelas  in 
October,  she  recovered  “as  wel  1 as  was  antic- 
ipated,  the  “Club  Foot  Shoe”  which  was 


ordered  for  her  has  arrived  and  when  she  gets 
accustomed  to  the  shoe,  her  locomotion  will 
improve.  The  cost  of  the  shoe  is  $10.50.” 

Several  children  were  diagnosed  with 
Chtonophagia  (dirt  eating).  Georgiana  Jones 
| V- 193]  “at  five  years  died  on  the  8th  of 
Dysentery,  she  came  to  the  House  about  nine 
months  ago,  and  had  been  a feeble  child  ever 
since.  She  was  a “Dirt-Eater;”  her  excava- 
tions were  filled  with  sand,  the  sand  was  the 
cause  of  the  Dysentery.”  Two  brothers.  Ran- 
som [GG-164]  and  Jacob  Bunch  | GG-I  63  ], 
died  in  1900  of  the  disease. 

Child  abuse  is  not  a new  phenomenon.  On 
June  13,  1883,  Dr.  Huger  stated  that  “the 
youngest  of  the  children  | Beckett  | admitted  to 
the  House  on  Thursday  last  had  on  its  body 
many  stripes,  the  result  of  brutal  punish- 
ment.” 

In  1886,  he  reported  that  “Sidney  Sutcliffe 
[CC-102]  is  ruptured  and  will  require  an 
instrument.” 

Other  fatal  diseases  included  Dysentery, 
Diarrhea,  Marasmus  [wasting  away].  Convul- 
sions, Cholera  Infantum,  Meningitis,  Con- 
sumption, and  Pneumonia. 

In  1877  Dr.  Huger  prepared  the  report 
which  appears  at  the  top  of  the  next  page. 

Despite  epidemics  and  extraordinary  dis- 
eases, most  of  the  children  died  as  did 
William  Myers  [Z-162]  who  was  “sent  from 
school  to  the  Hospital  yesterday  morning, 
apparently  suffering  from  a slight  attack  of 
indigestion,  and  died  suddenly  and  unexpect- 
edly at  7 p.m.  with  symptoms  of  Congestion 
of  the  Brain.” 

After  Dr.  Huger’s  death,  a fellow  physician 
wrote  that  less  than  one-tenth  of  one  percent 
of  the  inmates  died  while  under  his  care.  The 
Commissioners  declared  that  "when  we  look 
back  upon. ..and  call  to  mind  the  sources  from 
whence  its  youthful  inmates  have  been 
derived;  the  proverty  and  impoverishment 
under  which  their  organization  have  grown 
and  their  consciousness  initially  informed; 
and  the  consequent  proclivities  to  disease  and 
familiar  death,  which  these  are  known  to 
engender,  the  wonderment  should  be  not  that 
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NUMBER  OF  CHILDREN  DEATHS 


1 866 

283 

1867 

283 

1868 

315 

1869 

321 

1870 

300 

1871 

288 

1872 

249 

1873 

235 

1874 

237 

1875 

241 

1876 

234 

we  have  suffered. ..but  that  they  have  enjoyed 
so  signal  an  immunity 

When  the  relatively  few  deaths  in  the 
Orphan  House  are  compared  to  the  number  of 
children  under  10  years  of  age  in  the  general 
population  who  died  each  year,  the  truth  of 
the  Commissioners’  statements  is  obvious.  In 
1857,  169  children  died;  in  1858,  303  died 
and  in  1859,  145  died.12  From  1865-1885,  54 
children  died  from  measles;  120  died  of  scar- 
let fever;  80  died  of  whooping  cough  and  836 
died  of  diarrheal  diseases.13 

Upon  completion  of  50  years  of  service  to 
the  Institution,  the  Board  of  Commissioners 
honored  Dr.  Huger  with  a silver  berry  bowl 
and  a series  of  Resolutions: 

Resolved:  The  Board  of  Commissioners  of 
the  Charleston  Orphan  House,  feeling 
deeply  their  sense  of  gratitude  for  the  valu- 
able service  rendered  this  Institution  by  its 
beloved  physician.  Dr.  William  H.  Huger, 
M.D.  who  for  over  fifty  years  has  given  his 
time  and  service  to  the  officers  and  inmates 
of  this  honored  home,  desire  to  assure  him 
of  their  official  and  individual  esteem  and 
ask  him  to  accept  at  their  hands,  this  testi- 
monial as  a feeble  expression  of  their  affec- 
tionate regard. 

This  learned  physician,  polished  gentle- 
man and  faithful  steward  has  done  his  duty 
well  and  now  to  this  golden  year  of  his  pro- 
fessional association,  when  the  shadows  are 
growing  longer  we  can  safely  say  that  he 
has  the  love  and  confidence  of  us  all. 
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1 

0 
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And  when  the  time  comes  for  him  to  lay 
down  his  burden,  which  we  sincerely  pray 
may  be  long  distant,  we  can  say  with  all 
truth  and  sincerity, 

“Well  done,  thou  good  and  faithful  ser- 
vant.”14 

By  1906,  Dr.  Huger  was  physically  unable 
to  fulfill  his  duties  as  Physician  to  the  Institu- 
tion. Dr.  T.  Grange  Simons  served  in  the 
interim.  Upon  Dr.  Huger's  death  on  Decem- 
ber 17,  1906,  he  was  appointed  to  the  posi- 
tion. 

In  his  will.  Dr.  Huger  bequeathed  the  sum  of 
five  thousand  dollars  to  the  Charleston  Orphan 
House  “in  trust  to  invest  the  same  and  keep  the 
same  invested  and  to  devote  and  apply  the 
income  or  interest  thereof  to  the  advancement 
and  use  of  deserving  boys  or  girls  or  both, 
after  they  have  left  the  Orphan  House,  from 
time  to  time  according  to  the  judgment  and 
discretion  of  the  said  Commissioners  - this 
bequest  to  be  called  and  known  as  “The  Dr. 
William  H.  Huger  Fund.”  In  addition.  Dr. 
Huger  also  directed  that  a portrait  of  himself, 
the  framed  Resolutions  honoring  his  50  years 
of  service  and  a portrait  of  his  grandfather, 
John  Huger,  be  given  to  the  Institution. 

In  1909,  Dr.  Huger’s  widow,  Sabina  H. 
Huger,  established  a scholarship  in  her  hus- 
band's name  to  “allow  some  Boy  graduating 
from  the  Orphan  House,  to  obtain  a higher 
education,  collegiate,  scientific  or  otherwise, 
in  the  discretion  of  the  Board,  so  as  to  fit  him 
better  for  his  struggle  with  the  world.”  Mrs. 
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Huger's  $5000. 00  donation  was  invested  in 
City  of  Charleston  four  percent  bonds  in 
February  1 909.  □ 
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ERRATUM:  THE  HEALTH  OF  WOMEN  AND  CHILDREN  IN 
SOUTH  CAROLINA:  SUCCESS  OR  CRISIS? 


In  the  March  1996  issue  of  The  Journal  of  the 
South  Carolina  Medical  Association  (Volume 
92,  Number  3),  Table  3 was  omitted  from  the 
article  by  Sappenfield,  et  al.  (p.  103-113).  It 
is  printed  here,  along  with  its  accompanying 
text.  The  Journal  regrets  this  error  and  apolo- 
gizes for  any  confusion  it  created. 

CHILDREN 

For  health  indicators  for  children,  we  use 
immunization  rate,  socioeconomic  status, 
educational  status,  and  rate  of  intentional  as 
well  as  unintentional  injuries  (Table  3).  Chil- 
dren generally  refers  to  children  0-14  years 
old,  but  sometimes  refers  to  those  up  to  18 
years  old. 

Much  progress  can  also  been  seen  with 
South  Carolina’s  child  health  indicators.  As 
stated  earlier,  South  Carolina  leads  the  nation 
in  reaching  the  Year  2000  Objective  for 
immunizations.  The  percentage  of  two-year- 
olds  who  are  fully  immunized  has  reached  90 
percent.16 

Improvements  are  also  being  seen  with 
unintentional  injuries.  The  unintentional 
injury  death  rate  due  to  drowning  in  South 
Carolina  is  lower  than  the  rate  for  the  nation 
and  almost  reaches  the  Year  2000  Objective. 
The  unintentional  injury  death  rates  due  to 
motor  vehicle  accidents  and  residential  fires 
are  clearly  higher  in  South  Carolina  than  the 
nation's  rates  and  the  Year  2000  Objec- 
tives.918 However,  the  state's  rates  for  both  are 
also  decreasing.  Many  state  automobile  and 
fire  safety  efforts  have  contributed  to  these 
declines  including  reduced  highway  speeds, 
car  safety  seats  laws  and  campaigns,  seat  belt 
laws  and  campaigns,  reduced  alcohol  related 
accidents,  fire  prevention  campaigns,  and 
increased  smoke  detector  use. 


The  percentage  of  children  who  are  without 
health  insurance  is  slightly  higher  in  South 
Carolina  than  across  the  nation.19  However, 
this  percentage  in  South  Carolina  has 
improved  in  the  last  decade  because  of  more 
children  having  qualified  for  Medicaid  cover- 
age. Medicaid  eligibility  levels  for  pregnant 
women  and  children  were  expanded  during 
the  late  1980s.  This  coverage  has  helped  to 
improve  access  to  health  care  in  the  state,  but 
a large  need  continues  for  consistent  primary 
care  providers.  The  success  of  this  increased 
coverage  may  he  threatened  as  Congress,  the 
President,  and  state  government  debates  the 
future  of  Medicaid. 

Challenges  remain  in  improving  child 
health  indicators  as  the  make  up,  size,  and 
economic  capability  of  South  Carolina’s  fam- 
ilies change.  One  in  four  children  in  South 
Carolina  is  being  raised  in  poverty.19  One  in 
five  children  in  the  state  is  being  raised  in  a 
household  without  an  adult  male.19  Both  of 
these  figures  are  higher  than  that  for  nation 
and  appear  to  be  increasing.  Poverty  and  a 
lack  of  an  adult  male  role  model  at  home  may 
affect  the  readiness  of  children  to  attend 
school:  in  South  Carolina,  28.5  percent  of 
children  are  not  ready  for  first  grade  upon 
entering  the  first  grade.20 

In  South  Carolina,  the  homicide  rate  for 
children  0-4  years  old  is  more  than  twice  the 
rate  for  the  nation.918  This  rate  has  increased 
42  percent  from  1986  to  1994.  Although  the 
homicide  rate  in  this  state  is  twice  the 
nation’s,  the  percentage  of  children  0-14 
years  old  reported  to  be  abused  or  neglected 
is  three  times  lower  that  than  across  the 
nation.21-22  This  contrast  may  reflect  differ- 
ences between  states  in  definitions,  reporting, 
and  investigations. 
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Table  3.  - Health  Indicators  for  Children  (0-14  years  old)  in  South  Carolina  and  the  United  States,  1990-1995 


Health  Indicator 

South 

Carolina 

United 

States 

Year 

2000 

Objective 

Comments  on  South  Carolina  Trends 

Immunizations 

Percentage  of  2 year  olds  who  are  fully 
immunized,  SC  1995"',  US  199417 

90 

75 

90 

- Increased  from  less  than  60%  in  four 
year  due  to  successful  community-based 
efforts 

- Almost  all  children  are  fully  immunized 
upon  entering  kindergarten 

Unintentional  Injuries 

Death  rate  from  motor  vehicle  accidents, 
children  0-14  years  old  (deaths  per 
100,000  children)  SC  1994’,  US  1992'* 

96 

4 8 

5.5 

- Death  rates  due  to  motor  vehicle 
accidents  is  the  leading  cause  of  death 
over  the  age  of  one 

- Death  rates  due  to  motor  vehicle 

Death  rate  from  drowning,  children  0-4 
years  old  (deaths  per  100,000  children) 
SC  1994'',  US  1992"' 

2.5 

3.6 

2.3 

accidents  is  improving  over  time 
- Death  rates  due  to  residential  fires  is 
improving  over  time 

Death  rate  from  residential  fires,  children 
0-4  years  old  (deaths  per  100,000 
children)  SC  1994’,  US  1992 18 

4.3 

3.8 

3.3 

Socioeconomic  Status 

Percentage  of  children  0-18  years  old 
living  in  poverty.  1990-199419 

25  1 

206 

n.a 

- 6th  highest  in  the  US 

- Highest  among  single-parent  households 
(mainly  female  headed) 

Percentage  of  children  0-18  years  old 
without  health  insurance,  1990-19941'’ 

14.2 

13.0 

n.a. 

- Percentage  has  improved  in  recent  years 
due  to  increased  Medicaid  eligibility 

Percentage  of  children  0-18  years  old 
living  in  households  with  no  adult  male 
(21+)  present,  1990"' 

19  8 

15.8 

n.a. 

- Percentage  has  been  increasing  over  the 
last  decade 

Educational  Status 

Percentage  of  children  not  ready  for  the 
first  grade,  entering  first  graders,  1994211 

28.5 

n.a 

n.a. 

- Children  of  black  and  other  races  are  at 
greatest  risk 

Intentional  Injuries 

Percentage  of  children  0-18  years  old 
reported  to  be  abused  and  neglected,  SC 
FY  199521,  US  I9932: 

1,4 

4.3 

2.5 

- Low  percentage  in  SC  may  reflect 
differences  in  definition  and  reporting 

Death  rate  from  homicides,  children  0-4 
years  old  (deaths  per  100,000  children), 
SC  1994’,  US  1992 18 

6.8 

2.8 

3.1 

- Rate  has  increased  42%  from  1986  to 
1994 

- Black  male  children  are  the  highest  risk 
group 

n.a.  Not  available 
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Editorials 


KIVA:  MAKING  A DIFFERENCE 


‘'Kiva”  is  an  Indian  word  variously  ascribed 
to  different  tribes  and  designating  a large 
room  used  for  special  purposes.  In  this  issue 
of  The  Journal,  Dr.  Fe  A.  Cardona  and  her 
colleagues  describe  the  Kiva  Project  of  the 
South  Carolina  State  Hospital  designed  to 
ease  patients’  transitions  to  the  community. 
The  story  suggests  how  one  person — in  this 
case  a trustee  of  a private  foundation  who 
conveyed  a desire  to  sponsor  a project  for 
persons  with  mental  illness — can  make  a 
difference  in  a way  that  is  good  for  patients, 
good  for  society,  and  cost-effective. 

The  purpose  of  this  editorial  is  to  relate 
another  story  of  how  one  person  can  make  a 
difference.  I stumbled  across  this  story  in  the 
back  of  a Mexican  restaurant  in  Tucson, 
Arizona,  and  confirmed  the  details  in  a 
museum  and  in  several  publications  including 
one  named  Kiva  that  serves  as  the  official 
journal  of  the  Arizona  Archaeological  and 
Historical  Society.1  Like  the  Kiva  Project 
described  by  Dr.  Cardona  and  her  colleagues, 
the  following  story  carries — I believe — a 
message  for  medicine  as  we  approach  the 
21st  century.  Here  goes. 

About  70  miles  south  of  the  United  States 
border,  in  the  northwestern  corner  of  the  state 
of  Chihuahua,  Mexico,  lies  a series  of 
impressive  ruins  known  as  Paquime  or  Casa 
Grandes.  These  ruins  are  thought  to  have 
been  the  center  of  a great  commercial  empire 
that  extended  north  to  what  is  now  San 
Francisco,  east  to  what  is  now  Wichita, 
Kansas,  and  south  to  the  Tropic  of  Cancer. 
Casa  Grandes  probably  peaked  between  the 
13th  and  16th  centuries.  For  unknown 
reasons,  the  Casa  Grandes  civilization 
vanished  long  before  the  arrival  of  the  first 
Spanish  explorers. 


Time  passed.  The  Casa  Grandes  area  was 
settled  by  an  entirely  different  group  of 
people.  In  1909  a new  town — originally 
named  Pearson  after  the  president  of  the 
Mexico  Northwestern  Railway  Company  and 
later  named  Mata  Ortiz  after  a local  hero  who 
fought  the  Apaches  with  mixed  success — was 
founded  not  far  from  the  Casa  Grandes  ruins. 
The  town  prospered  for  a while,  at  first  from 
sawmills  and  later  from  a machine  shop 
started  by  the  railroad.  Then  the  railroad  took 
its  machine  shop  elsewhere,  leaving  most  of 
the  people  without  jobs.  Some  of  them  tried 
to  make  a living  by  finding  and  selling 
prehistoric  Casa  Grandes  pottery.  This  was 
risky,  however,  because  formal  excavations 
of  the  Casa  Grandes  civilization  were 
underway  and  exploiting  the  ruins  had 
become  illegal. 

It’s  now  time  to  introduce  our  hero:  one 
Juan  Quezada  Celado  (or  Juan  Quezada,  for 
short).  As  a teenager  in  the  early  1950s,  Juan 
Quezada  cut  firewood  on  the  hillsides  near 
Mata  Ortiz  and  often  picked  up  fragments  of 
the  ancient  pottery.  It  occurred  to  him  that  he 
might  be  able  to  make  similar  pottery 
himself.  He  had  but  three  years  of  formal 
education,  no  potter’s  wheel,  and  nobody  to 
learn  from.  But  why  not? 

Juan  Quezada  set  out  to  rediscover  the  old 
technology.  He  experimented  with  different 
clays  and  with  how  to  prepare  them.  He 
experimented  with  forming  pots  on  molds, 
and  with  decorating  them  using  pigments 
found  in  the  clay  and  brushes  made  from  his 
own  and  children’s  hair.  He  experimented 
with  firing  the  pots  over  burning  coals  made 
from  cow  chips.  As  he  learned  from  his 
experiments,  he  shared  his  knowledge 
liberally  with  family  and  friends.  His  pots 
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became  better  and  better.  Each  was  decorated 
with  an  original  design  based  on  fresh 
interpretation  of  the  Casa  Grandes  traditions. 
Juan  Quezada  had  become  an  artist. 

The  rest  is  history.  Juan  Quezada  took  a few 
pots  across  the  border.  The  owner  of  Bob’s 
Swap  Shop  in  Deming,  New  Mexico  bought 
some  of  them  and  put  them  in  her  store. 
There  they  were  discovered  by  an  art 
historian  from  Los  Angeles  named  Spencer 
Heath  MacCallum.  He  began  to  make  trips  to 
Mata  Ortiz  and  to  publicize  the  work  of  its 
potters.  Soon  Juan  Quezada  was  able  to  quit 
his  job  with  the  railroad  to  be  a full-time 
potter.  Today  he  continues  to  live  modestly 
and  to  experiment,  and  his  work  commands 
admiration  and  high  prices  throughout  the 
world.  He  continues  to  live  modestly,  to 
experiment,  and  to  teach  others.  As  a result, 
some  500  of  the  3,000  citizens  of  Mata  Ortiz 
earn  their  livings  from  pottery.  The  town  has 


gained  back  some  of  its  former  amenities  and 
the  people  feel  much  better  about  themselves. 
The  story  of  Juan  Quezada  illustrates  that  one 
person  can  indeed  make  a difference.  But  to 
do  so  requires  adherence  to  principles  that  are 
as  old  as  the  hills  in  which  the  Mexican  potter 
found  inspiration:  idealism,  persistence,  and 
willingness  to  share.  Although  we  may  not 
like  much  of  what  is  happening  in  today’s 
healthcare  system,  we  should  rejoice  in  our 
ability  to  act  for  what  we  deem  to  be  the  best 
interests  of  the  public.  One  person  can  indeed 
turn  the  tide,  but  this  is  likely  to  happen  only 
when  he  or  she  is  willing  to  work  with  others. 
And  for  us  translates  to  active  participation 
within  organized  medicine. 

— CSB 

REFERENCE 

1 . The  pottery  and  potters  of  Mata  Ortiz.  Chihuahua. 

Kiva  60:  5-148,  1994. 
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professional  Protection  Exclusively  since  1899 

To  reach  your  local  office,  call  800-344-1899. 


Oh  we  Cover : 


50  YEARS  AGO 

1946. ..The  United  States  is  enjoying  post- 
war prosperity.  Price  controls  (except  rent  and 
sugar)  are  abolished  and  prices  soar. 
President  Truman  gets  tough  with  railroads 
and  coal  mines.  Native  son.  James  F.  Byrnes 
is  Secretary  of  State. 

In  Nuremberg.  12  war  criminals  are 
sentenced  to  death.  Speaking  in  Fulton, 
Missouri,  Sir  Winston  Churchill  coined  a 
much  repeated  phrase:  “From  Stettin  in  the 
Baltic  to  Trieste  in  the  Adriatic,  an  iron 
curtain  has  descended  across  the  continent.” 
Jack  Benny,  Fred  Allen,  and  Fibber  Magee 
and  Molly  still  hold  radio  audiences 
enthralled;  and  at  the  movies  "The  Best  Years 
of  Our  Lives”  sweeps  the  Academy  Awards. 
“Annie.  Get  Your  Gun”  opens  on  Broadway; 
and  folks  are  dancing  to  “To  Each  His  Own,” 
“01  Buttermilk  Sky,”  and  “Hey!  Ba  Ba  Re 
Bop!” 

In  South  Carolina  medicine,  there  is  hot 
debate  about  moving  the  Medical  College  to 
Columbia.  It  is  finally  decided  that  it  should 
remain  in  Charleston,  and  an  extensive 
expansion  program  is  started.  Greenville 
realizes  that  its  hotels  can  no  longer  house  all 
the  delegates  to  the  Annual  Meeting  of  the 
SCMA,  so  the  meeting  is  moved  to  Myrtle 
Beach. 


The  Wagner-Murray-Dingell  National 
Health  Care  Bill  is  a source  of  much  concern. 
South  Carolina  physicians  respond  by 
instituting  conversations  with  Blue  Cross  for 
a voluntary,  non-profit  medical  program  for 
the  people  of  the  state.  The  Hill-Burton  Act  is 
passed  enabling  many  new  hospitals  to  be 
built  in  the  state. 

The  1946  Journal  of  the  South  Carolina 
Medical  Association  (JSCMA)  carries  a large 
ad  promoting  “the  value  of  Philip  Morris 
Cigarettes  to  your  patients  with  sensitive 
throats.” 

In  March  the  Medical  College  graduates  42 
students,  the  last  of  the  Accelerated  Program. 
Of  these  at  least  22  will  practice  in  South 
Carolina.  In  May,  1996,  the  surviving 
members  of  this  class  will  be  honored  as 
“Golden  Grads”  at  Commencement  exercises 
at  MUSC. 

Betty  Newsom 

The  Waring  Historical  Library 

(Facts  and  figures  from:  Gordan  and  Gordan. 
American  Chronical : Seven  Decades  in 
American  Life,  1920-1989.  New  York: 
Crown  Publishers,  1990.) 
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Alliance  Page 

PRESIDENT’S  ADDRESS  TO  THE 
SOUTH  CAROLINA  MEDICAL  ASSOCIATION  ALLIANCE 
HOUSE  OF  DELEGATES,  APRIL  25,  1996 


In  the  words  of  Martin  Luther  in  the  year  1521,  "Here  I stand,  I cannot  do  otherwise,  God  help 
me.  Amen.” 

Having  said  that  you  probably  need  to  know  a little  something  about  this  president  with  whom 
you  will  be  working  this  year.  I grew  up  in  Newberry,  SC,  and  graduated  from  the  Nursing 
School  of  the  Medical  College  of  South  Carolina,  and  loved  every  minute  of  it  with  the  exception 
of  Pediatrics.  Biemann  and  1 were  married  during  his  General  Surgery  training  and  I was  stunned 
with  his  announcement  that  because  of  his  love  for  children  he  wanted  to  go  into  Pediatric 
Surgery.  To  me  this  meant  another  two  or  three  years  plus  I needed  to  do  Pediatric  Nursing  so 
that  1 would  be  better  able  to  communicate  with  him  and  understand  his  work  and  commitment. 
Remembering  the  days  of  changing  “dry  diapers”  in  order  to  appear  busy  and  escape  the  wrath  of 
a stern  supervisor,  this  decision  created  a new  stress  for  me.  Not  in  my  wildest  dreams  did  I 
consider  while  I was  changing  those  diapers  that  one  day  I would  be  doing  Pediatric  Nursing.  It 
was  through  the  caring  and  support  of  the  resident  and  student  spouses’  association  that  I 
survived  and  came  to  love  my  work  in  Pediatrics.  1 can't  say  enough  about  the  importance  of  this 
group  in  laying  the  foundation  for  my  years  of  working  in  the  auxiliary/alliance. 

The  South  Carolina  Medical  Association  Alliance — what  it  means  to  me.  I like  Kiki  Sanford’s 
definition  best  which  says  it  all,  “A  humanitarian,  non-profit,  volunteer  organization,  made  up  of 
physicians’  spouses  who  promote  health  and  health  projects  in  their  communities.”  A February 
Confluence  speaker  on  membership  said,  and  I quote,  “Corporations  interested  in  accelerating  the 
education  of  their  most  promising  managers  would  do  well  not  to  look  at  the  nation’s  business 
schools  but  at  America’s  non-profit  organization.  While  volunteers  provide  valuable  help  to  the 
non-profit  groups,  they  are  sharpening  the  very  skills  that  make  them  valuable  to  their 
employers.”  We  need  to  broaden  our  image  to  include  that  of  a professional  volunteer 
organization  committed  to  improving  health.  And  that  we  are  doing — you  need  only  to  read  the 
county  reports  in  your  convention  packet  on  their  health-related  projects  which  touch  the  pulse  of 
their  communities. 

Why  do  I belong?  The  same  reason  1 learned  to  do  Pediatric  Nursing.  I want  to  be  in  a 
partnership  with  my  husband;  I want  to  be  an  informed  wife;  a valued  spouse  both  to  him  and  the 
community — one  that  makes  a difference.  Medicine  invades  our  home  life.  It  places  us  in  the 
public  eye  whether  we  like  it  or  not.  It  challenges  us  with  the  responsibility  of  “giving  back”  to 
the  community.  I encourage  you  to  appeal  to  all  spouses,  both  male  and  female,  in  your 
communities  to  participate  with  us  in  becoming  better  partners  in  medicine.  I emphasize  the  male 
spouses  because  the  volunteer  force  is  changing.  Medical  school  enrollment  today  is  from  33  to 
50%  female.  George  Neville,  an  attorney  from  Mississippi  on  why  he  belongs  to  the  alliance, 
writes:  “My  membership  is  rewarding  because  it  helps  me  deal  with  the  challenges  that  are 
understood  only  by  other  medical  family  members.  Medicine  subjects  my  physician  wife  and  me 
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to  certain  dangers:  the  possibility  of  disease  such  as  AIDS  and  Hepatitis;  the  threat  of  malpractice 
suits;  the  fear  that  government  intervention  will  make  my  wife's  practice  more  burden  than 
pleasure.  For  these  reasons  and  more  what  happens  to  medicine  happens  to  both  of  us.” 

The  theme  I have  chosen  for  my  year,  “The  Community  of  Family,”  grew  out  of  our  own  state 
alliance  pledge.  After  reading  it  over  and  over  again  the  emphasis  of  family  could  not  be 
overlooked.  The  family  of  Medicine;  Physician’s  families;  the  families  of  our  Communities  and 
the  relationship  between  all  these  families.  “Families  helping  families  supporting  families.” 
Families  sharing  their  strengths  with  each  other  reminds  me  of  a statement  by  Pearl  Buck,  “The 
test  of  a civilization  is  the  way  it  cares  for  its  helpless  members.” 

We  learned  at  the  annual  meeting  of  the  alliance  and  had  reinforced  at  Confluence  that  violence 
in  America  is  the  # I public  health  problem.  Some  statistics — Domestic  violence  affects  as  many 
as  one-fourth  of  all  American  families;  six  out  of  10  couples  will  experience  violence  at 
sometime  during  their  marriage;  three  to  four  million  women  a year  are  abused,  sexually  or 
otherwise;  every  13  seconds  a child  is  abused  by  someone  and  one  in  every  25  elders  is  abused 
each  year.  This  past  year  the  American  Medical  Association  Alliance  launched  SAVE,  “Stop 
America’s  Violence  Everywhere.”  This  campaign  against  violence,  which  is  continuing  into  this 
year,  addresses  a problem  that  robs  so  many  of  health  and  life  and  robs  us  all  of  a sense  of  safety 
and  well-being.  To  address  these  problems,  members  of  the  South  Carolina  Medical  Association 
and  you,  members  of  the  state  alliance  have  spearheaded  a “Stop  Hurting,  Start  Healing” 
campaign  for  violence  free  families  by  jointly  publishing  a book  of  guidelines  designed  to 
educate  physicians  about  family  violence.  As  partners  in  medicine  we  need  to  encourage  our 
physician  spouses  to  read  and  put  these  guidelines  into  practice.  The  state  alliance  also  provides 
and  distributes  Teen  Direct  Line  Cards  listing  various  hot  line  numbers  of  crisis  prevention 
services.  We  are  researching  yet  another  means  that  may  offer  help  to  families  in  distress. 
Through  these  efforts  the  Alliance  is  trying  to  put  a positive  and  personal  face  on  medicine. 

Other  extensions  of  my  theme  include  our  efforts  to  provide  a legacy  from  one  generation  of 
medical  families  to  the  next  by  raising  funds  for  AMA/ERF  and  nursing  scholarships.  Also  we 
continue  to  keep  medical  families  informed  about  potential  legislation  affecting  health  care.  It 
has  never  been  more  important  than  now  to  be  involved  in  the  legislative  process.  Since 
physicians  have  traditionally  been  taught  never  to  compromise  in  their  care  giving,  these  are  the 
times  that  try  their  souls.  The  demand  of  the  times  is  unity.  We  can  and  must  set  aside  conflict 
and  competition  to  work  together  for  the  health  of  our  communities  and  of  the  medical  family. 
Let  us  remember  to  cherish  each  other  in  these  times  of  changes,  challenges  and  choices. 

A further  extension  of  family  can  be  seen  in  our  trying  to  build  healthy  communities  around 
children  of  all  ages  by  stressing  immunization  at  health  fairs  and  in  schools  and  by  striving  to 
educate  with  programs  on  teen  pregnancy.  We  will  continue  to  stress  these  areas  this  next  year. 

As  you  can  see,  "The  Community  of  Family”  is  seen  in  everything  we  do  and  say.  We  must 
continue  to  champion  those  causes  that  we  agree  are  important.  When  we  address  the  issues,  we 
do  cause  change! 

I humbly  thank  you  for  this  opportunity  to  work  with  you  in  your  organization.  1 will  strive  to 
serve  faithfully  and  with  loyalty.  My  sincere  wish  for  each  of  us  is  that  we  find  true  joy  in  service 
and  may  our  year  working  together  be  filled  with  enthusiasm  and  dreams  fulfilled. 

Winston  Churchill  said:  “We  make  a living  with  what  we  get.  We  make  a life  with  what  we 
give.”  Many  thanks  and  God  Bless  You, 

Janelle  Othersen,  President,  SCMA  Alliance,  1996-97 
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WANTED:  PRIMARY  CARE  PRAC- 
TICES: IJCI  MEDICAL  AFFILIATES, 
INC.,  - DOCTOR’S  CARE,  PA  is  currently 
expanding  in  South  Carolina!  Seeking  Prima- 
ry Care  medical  practices  for  merger/acquisi- 
tion. Would  also  consider  specialty  practices. 
Please  direct  CVs,  correspondence  to  UCI 
Medical  Affiliates,  Inc.  (dba  Doctor's  Care, 
PA),  1901  Main  Street,  Suite  1200,  Mail  Code 
1105,  Columbia,  SC  29201,  Attn:  Practice 
Acquisitions. 

IMMEDIATE  OPENING:  MEDICAL 
PHYSICIAN  position  available  full  and  part 
time.  Monday-Friday,  two  Saturdays  per 
month,  no  evenings.  Top  salary  and  benefits. 
Salary  range  for  full  time  position  $6,500- 
$10,000  per  month  relative  to  experience  and 
qualifications.  Part  time  position  $50-$70  per 
hour.  Position  entails  physical  examination 
clearance  for  rehab  and  some  occupational 
medicine.  Fax  resume  to  (864)  587-8227  or 
send  to  PO  Box  41,  Spartanburg,  SC  29304. 


ENDOCRINOLOGY,  FAMILY  PRAC- 
TICE, INFECTIOUS  DISEASE:  Practice 
opportunities  in  Orangeburg  County  for  expe- 
rienced practitioners  and  graduating  resi- 
dents/fellows.  Practice  initiation  assistance 
and  relocation  allowance  are  available.  Locat- 
ed at  the  junction  of  1-26  and  1-95,  35  minutes 
to  Columbia  and  65  minutes  to  Charleston. 
Achieve  financial  success  in  a non-competi- 
tive environment  while  enjoying  a superior 
quality  of  life.  Contact  Dr.  Chermol,  The 
Regional  Medical  Center,  at  (800)  866-6045. 

PIANO  FOR  BEAUTIFUL  HOME!  9 foot 
Steinway  Concert  grand.  Ten  years  old. 
Former  artist  rental  piano.  Ivory  keys.  Great 
investment!  New  one  retails  at  $7()K.  This 
one  $42,500.  Call  Case  Brothers  1-800-622- 
5150. 
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Thornton  & Thorne  give  the  medical  community  something  to  think  about  this  month. 


WILL  YOUR  CHILDREN  INHERIT  YOUR  PENSION  PLAN  ASSETS? 

THE  IRS  WILL  GET  A BIGGER  SHARE  THAN  YOUR  CHILDREN 
TAXES  CAN  CONSUME  AS  MUCH  AS  75%  OF  PLAN  DISTRIBUTIONS 


While  your  qualified  retirement  plan  is  probably  your  largest  asset,  taxes  at 
your  death  can  consume  as  much  as  75%  of  plan  distributions.  If  you're 
counting  on  this  asset  to  provide  for  your  children,  you  need  to  be  aware  of 
the  disastrous  tax  effects  that  can  occur. 

Here's  an  example  of  a 60  year  old  physician  who  has  $2,000,000  in  his 
profit  sharing  plan  and  has  named  his  children  as  beneficiaries.  They  will 
receive  less  than  $600,000. 


Beginning  Plan  Balance 

$2,000,000 

Taxi:  Excess  Accumulations  Tax 

107,567 

Tax  2:  Federal  Estate  Tax 

946,217 

Tax  3:  Federal  Income  Tax 

358,286 

Total  Taxes 

$1,412,070 

Net  Amount  Available  to  Heirs 

$ 587,930 

Percent  Passing  to  Heirs 

29% 

Fortunately,  there  are  solutions  which  minimize  this  disastrous  effect.  To 
learn  more  options  that  have  worked  well  for  a number  of  physicians,  please 
return  this  response  form. 


PLEASE  PROVIDE  INFORMA  TION  ON  PRESERVING  QUALIFIED  PLAN  ASSETS 

Carolina  Physicians  Advisory  Service 
Post  Office  Box  688 
Columbia  SC  29202-0688 


NAME 


STREET 


CITY  STATE  ZIP 


Views  expressed  herein  are  those  of  the  authors  and  in  no  way  represent  SCMA.  We  do  not  give  tax  advice.  Only 
your  attorney  and  accountant  are  qualified  to  do  so. 


Carolina  Physicians 
Advisory  Service 


Billy  M.  Thornton 
John  T.  Thorne 


Serimig  the  members  of  the  South  Carolina  Medical  Community. 
P.O.  Box  688  • Columbia,  SC  29202  • (803)  254-000?  • Fax  (803)  765-2403 


1 -800-742-3669 


How  Can  My  Office  Manager  Reach 
Me  Directly  When  I'm  Making  Rounds? 


PCS  From  Cellular  One 


That's  Hoiv.  

Personal  Communication  Solutions' 


Running  a practice  and  caring  for  patients 
can  be  a real  challenge.  What's  the  best  way 
to  give  both  the  attention  they  deserve?  Use  the 
perfect  communication  solution  for  physicians, 
PCS  from  Cellular  One.  It  lets  you  select  a suite  of 
personalized  solutions  that  meet  your  practice's 
unique  communications  needs. 

There  are  lots  of  solutions  to  choose  from. 
Like  the  National  Cellular  One  Network — which 
automatically  delivers  calls  to  more  than  4,500 
cities  across  the  U.S.A.  So  when  you're  at  a con- 


vention learning  about  new  medical  techniques, 
your  office  can  just  dial  your  Cellular  One 
number  and  the  call  goes  right  through. 

There's  also  paging — which  lets  you  effec- 
tively screen  calls  so  you  can  return  important 
ones  quickly  and  efficiently.  And  the  bill's 
included  with  your  monthly  Cellular  One 
statement,  so  you  don't  have  the  hassle  of  extra 
paperwork. 

PCS.  It's  not  for  everyone.  It's  for  you.  Only 
from  Cellular  One. 


Call  1-  80  0-  727  - CELL 

It’s  Just  That  Eas  y _ 

CELLULARONE' 


A I--1I3  Service 
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What  can  a map  tell  you  about  a computer  system 


More  than  40%  of  all  South 
Carolina  physicians  in  private 
practice  use  CompuSystems’ 
Medical  Practice  Management 
System  to  work  more 
efficiently  and  profitably. 


Plenty  — if,  like  this  one,  it  shows 
how  many  medical  offices  in  South 
Carolina  use  a particular  practice 
management  system  to  run  more 
efficiently,  effectively,  and  profitably. 

For  example,  it  might  show  how  a 
16-year  commitment  to  “Working  for 
Physicians"  has  resulted  in  over  660 
installations  in  South  Carolina, 
representing  some  1,930  physicians  — 
over  40%  of  the  4,600  in  private  practice 
in  the  state! 

It  might  bring  home  how  features 
like  "on-the-fly"  refiling,  encounter- 
form  tracking,  and  direct  transmission 
to  South  Carolina  Medicare,  Medicaid, 
and  Blue  Cross  /Blue  Shield  (with  no 


per-claim  charges)  are  improving 
physicians'  revenue. 

It  could  clarify  how  critical  "one- 
call"  support  can  be  in  helping  offices 
stay  productive  — how  telephone 
support  staff,  software  and  hardware 
engineers,  technicians,  trainers,  and  a 
fleet  of  service  vans  can  provide 
support  unmatched  in  the  industry. 

It  might  demonstrate  how  technical 
expertise  brings  a host  of  innovations, 
starting  with  the  first  integrated,  direct 
electronic  claims  capability  in  a practice 
management  system. 

Or  it  could  validate  the  concept  of 
regional  focus:  By  selling  systems  only 
in  the  Southeast,  a computer  company 


can  keep  customers  up  to  date  on  the 
latest  insurance  filing  requirements. 

It  could  emphasize  the  flexibility  of  n 
multi-user,  multi-tasking  software  that 
runs  on  the  most  popular  operating 
system  in  the  world. 

And  it  could  illustrate  the  value  of 
having  a computer  vendor  with  a 
vision  for  the  future  and  the  expertise  td  I 
make  that  vision  work  for  you. 

m ! 

©mmpaSystems:  i 

inc. 

Carolina  Research  Park  • One  Science  Court 
Columbia,  SC  29203-9356 

800-800-6472  • 803-735-7700 
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ALZHEIMER’S  DISEASE 
PROSTATE  BIOPSIES 
LATEX  ALLERGY 
EUTHANASIA 


“Being  a doctor  has  allowed  me 

to  provide  the  best  for  my  family. 

■ 

DR.  JANELLE  GOETCHEUS,  MEDICAL  DIRECTOR,  HEALTH  CA] 
FOR  THE  HOMELESS  PROJECT,  INC.,  WASHINGTON,  DC 


Dr.  Goetcheus  says  that  raising  her 
children  in  a health  recovery  facility 
for  the  homeless  is  one  of  the  great- 
est gifts  she  has  given  them. 


Her  gifts  to  her  patients  are  even 
greater.  Caring  for  Washingtons 
homeless  for  almost  a decade,  she 
despaired  at  seeing  simple  medical 
problems  grow  severe  when  patients 
lacked  a clean,  quiet  place  where 
they  could  heal.  Her  answer  was  to 
found  Christ  House,  a live-in  respitei 
care  facility  for  the  homeless  — and 
home  to  her  family. 


Today,  this  center  is  part  of 
Washingtons  Health  Care  for  the 
Homeless  Project.  As  medical  direc- 
tor of  both,  Dr.  Goetcheus  is  serving 
in  an  even  greater  capacity,  reviving 
health  and  hope  in  those  she  serves. 


The  Sharing  the  Care  program 
donates  Pfizer’s  full  line  of  single- 
source pharmaceuticals  to  medically 
uninsured,  low-income  patients  of 
federally  qualified  centers  like' 
Health  Care  for  the  Homeless,  in 
support  of  those  who,  like  Dr. 
Goetcheus,  are  part  of  the  cure. 


*w»; 


Sharing  the  Care:  A Pharmaceuticals  Access 
Program  is  a joint  effort  of  the  National 
Governors’  Association,  the  National  Association 
of  Community  Health  Centers  and  Pfizer. 


We’re  part  of  the  cure. 


She  isn’t  sure  if 
she  needs  a 


PAID  IV 

1 Plus 


Companion  Technologies 


Modern  technology  for  practice  management. 


IV  Plus 


finv  1 5 W6 

No  one  mentioned  a preauthorization.  Is  that 
something  you  can  give  her?  By  the  way,  what 
is  a preauthorization? 


Mix-ups  like  this  throw  your  practice's  schedule 
off  and  frustrate  patients.  So  head  off  problems, 
and  run  your  office  smoothly  with  PAID  IV  Plus. 

PAID  IV  Plus.  Companion  Technologies'  private 
label  version  of  The  Medical  Manager,  is  the 
complete  practice  management  software  system 
that's  easy  to  use.  With  just  a few  simple  keystrokes, 
you'll  master  managed  care  functions,  including: 

Quickly  checking  for  treatment 
preauthorizations  and  patient  eligibility 

Maintaining  insurance  policy  limits 

Handling  multiple  insurance  providers 
for  a single  patient 

Producing  numerous  practice  reports 
mid  analyses 

Knowing  which  services  are  not  covered 

PAID  IV  Plus  actually  makes  “managed  care" 
manageable.  And  your  life  a lot  less  complex. 

Leant  what  else  PAID  IV  Plus  can  do  for  you. 

Call  Companion  Technologies  for  information  or 
to  schedule  a system  demonstration. 


1-800-382-PAID  (7243) 
or  fax  (803)  699-2384 

PAID  IV  Plus.  Because  patients  can't  remember 
e\jeiything,  and  you  have  to. 


Be  Ram 


Of  An  Operation 
That'll  Make 
You  Feel  Better 


As  an  Air  Force  Reserve  physician, 
you'll  experience  all  the  rewards  of 
providing  care.  And  then  some. 

Because  as  part  of  our  nation's  vital 
defense  team,  you'll  help  protect 
the  strength  and  pride  of  America. 

In  the  Air  Force  Reserve,  you'll  feel 
the  excitement  a change  of  pace 
brings  as  you  gain  the  prestige  of 
military  rank  and  the  privilege  of 
working  with  some  of  the  world's 
best  medical  professionals.  And, 
you  can  update  your  knowledge 
through  the  Air  Force  Reserve's 
wide  selection  of  continuing  edu- 
cational opportunities. 

With  our  new,  flexible  schedule 
programs,  it's  never  been  easier  to 
give  something  back  to  your 
country. 

The  Air  Force  Reserve.  It's  a great 
way  to  serve. 


Call:  (803)566-4910 

Or  write  To: 

MSGT  KIM  DRAPER 
AFRRCS/RSHS 
105  Arthur  Di;  RM  112 
Charleston  AFB,  SC  29404-4823 


FREEDOM  TO  CHOOSE  AND  THE  UNIFIED 
HOUSE  OF  MEDICINE 


This  role  of  editorial  journalist  is  new  to  me.  I am  learning  about  deadlines  and  lag  times.  As  I 
am  writing  the  President’s  Page  for  June,  I realize  I have  yet  to  see  May’s  page  in  print.  By  the 
time  anyone  sees  what  I write,  it  may  be  old  news. 

What  is  fresh  in  my  mind  right  now  is  the  1996  Annual  Meeting.  A very  good  thing  happened 
in  Charleston  this  spring.  As  usual,  the  event  was  a scientific  and  social  event  par  excellence.  But 
by  far  the  most  significant  occurrence  of  that  meeting  was  the  adoption  by  the  House  of 
Delegates  of  Resolution  F- 11. Quietly.  Unanimously. 

There  has  been  a very  deep  rift  in  the  association  since  the  1995  Annual  Meeting  when  the 
House  adopted  policy  limiting  discussion  on  “any  willing  provider”  legislation  in  managed  care 
negotiations.  What  followed  was  a year  of  serious  misunderstanding  among  the  membership  in 
general,  the  family  practitioners  in  particular,  and  the  Board  of  Trustees. 

For  at  least  five  years,  our  legislative  assistants  have  methodically  followed  and  influenced  a 
variety  of  proposals  in  the  legislature  designed  to  prevent  insurance  companies  from  riding 
roughshod  over  us  and  our  patients.  This  legislation  has  gone  through  more  metamorphoses  than 
a butterfly,  and  as  of  the  date  of  this  writing  nothing  substantial  has  come  to  pass. 

The  Managed  Care  Improvement  Act.  The  Patient  Protection  Bill.  Any  Willing  Provider.  The 
McConnell  Bill.  All  of  these  proposals  were  flawed. 

A simpler,  more  direct  approach  toward  achieving  what  we  really  want  must  be  taken. 
Resolution  F-ll  does  just  that.  It  states,  simply,  that  SCMA  adopt  the  policy  of  the  AMA  for  an 
optional  point-of-service  plan  and  introduce  legislation  to  require  that  a patient  choice  option  be 
required  consistent  with  this  policy. 

The  wording  of  the  resolution  is  not  perfect,  but  the  idea  is  clear.  If  an  insurance  plan  enrollee 
is  presented  an  HMO  plan,  he/she  must  also  be  presented  an  optional  plan  which  would  allow 
him/her  freedom  of  choice  of  provider  at  a reasonable,  although  probably  higher,  cost.  If  we  can 
get  this  idea  enacted  into  law,  the  SCMA  will  have  made  an  enormous  contribution  toward 
meaningful  health  care  reform. 

We  are  united  on  this  front.  The  rift  has  shrunken.  This  is  still  the  state  of  South  Carolina, 
United  States  of  America  where,  except  in  the  case  of  non-renewable  resources  such  as  organ 
transplants,  one  should  always  be  free  to  choose  the  health  care  one  is  willing  to  pay  for.  Rest 
assured,  we  will  not  be  “monitoring”  this  one. 


Carol  S.  Nichols,  M.  D. 
President 
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HIGHLIGHTS  OF  THE  MAY  22  BOARD  OF  TRUSTEES  MEETING 


Annual  Meeting  Discussion:  Board  members  discussed 
election  procedures  and  in  order  to  foster  more  open  elec- 
tions in  the  future,  board  members  will  be  required  to 
declare  their  intent  to  seek  reelection  or  to  resign  a current 
term  by  March  1st,  preceding  the  SCMA  Annual  Meet- 
ing. This  information  will  be  published  in  The  Journal,  and 
county  and  special  society  presidents  will  be  notified. 

Annual  Meeting  Reference  Committee  appointment  pro- 
cedures and  guidelines  will  be  streamlined  in  order  to 
stress  the  significance  and  responsibilities  of  reference 
committees. 

The  board  reviewed  all  actions  taken  by  the  House  of  Del- 
egates. Resolution  C-12,  Disaster  Preparedness  Council 
Development,  was  referred  to  staff  for  a report  by  Decem- 
ber. Resolution  E-3,  Self  Funding  for  Specialties,  was 
referred  to  staff  to  draft  a resolution  for  the  AMA  House 
of  Delegates,  provided  this  is  not  already  AMA  policy. 
The  resolution  for  Patient  Rights  under  Managed  Care 


was  referred  to  staff  and  Dr.  Weston  to  draft  a Patient’s 
Bill  of  Rights  and  offer  a proposal  for  promotion  and  pub- 
lication and  perhaps  future  legislation.  Resolution  F-ll, 
Patient  Choice,  is  currently  being  carried  out  by  the  Inter- 
specialty Council,  and  Resolution  H-2,  Young  Physician 
Position  on  the  SCMA  Board  of  Trustees,  was  referred 
to  the  Constitution  and  Bylaws  Committee.  Resolution 
H-3  regarding  specialty  seats  on  the  SCMA  Board  of 
Trustees  will  be  discussed  during  the  September  Board 
Retreat. 

RBRVS  Conversion  Factor  for  SC  Workers’  Com- 
pensation Commission:  The  SCMA  Occupational  Med- 
icine Committee  recommended  and  the  board  concurred 
that  there  be  a 5.2  percent  increase  in  the  RBRVS  con- 
version factor  to  maintain  the  current  rate  as  inflation  neu- 
tral. This  recommendation  will  be  presented  to  the  com- 
mission for  consideration  at  its  meeting  later  this  month. 

□ 


MEDICARE  UPDATE 


The  June  1996  Medicare  Advisory  contains  important 
information  about  various  issues  such  as  updates  to  the 
correct  coding  initiative,  basic  billing  workshops  for  new 
employees,  trigger  point  injections,  fraud  alert  for 
acupuncture,  changes  to  the  provider  remittance  notice 
codes  and  messages  and  much  more. 

New  Medicare  Provider! Supplier  Enrollment  Applica- 
tion: Medicare  recently  received  copies  of  the  new 
Medicare  Provider/Supplier  Enrollment  Application 
(HCFA-855).  This  new  enrollment  form  is  part  of  the  first 
phase  of  the  government- wide  National  Provider  Identi- 
fier (NPI)  Initiative.  To  help  prevent  fraudulent  use  of  the 
NPI,  the  Health  Care  Financing  Administration  (HCFA) 
must  ensure  its  system  contains  all  the  data  needed  to  accu- 
rately distinguish  one  provider  from  another.  Beginning 
June  1,  1996,  Medicare  will  only  accept  the  HCFA-855 


and  return  all  applications  received  after  May  31  that  are 
submitted  on  the  older  forms.  If  you  have  old  copies  of  the 
previous  provider  enrollment  forms,  please  discard  them 
and  call  the  Medicare  Part  B Provider  Service  Center  at 
(803)  788-5568  to  request  a copy  of  the  new  Medicare 
Provider/Supplier  Enrollment  Application  (HCFA-855). 

Beneficiary  Address  Changes:  HCFA  has  again  revised 
procedures  for  processing  beneficiary  address  changes. 
The  following  procedure  supersedes  those  published  in 
the  April  1996  Medicare  Advisory.  Effective  July  1, 1996, 
beneficiaries  must  contact  the  Social  Security  Admin- 
istration by  calling  1-800-772-1213  to  request  their 
address  be  updated.  The  new  information  will  be  for- 
warded to  Medicare  via  the  Common  Working  File. 

( continued  on  page  2 ) 


MEDICARE  UPDATE  (continued) 


Record  Retention:  South  Carolina  regulations  clearly 
state  that  medical  records  must  be  maintained  for  10 
years.  Providers  often  ask  how  long  should  billing  records 
be  maintained  for  Medicare  purposes.  Section  302 1 .4  of 
the  Medicare  Carriers  Manual  stipulates  that  a provider 
submitting  claims  electronically  must  agree  to  retain  all 
original  source  documentation  and  medical  records  per- 
taining to  Medicare  claims  for  a period  of  at  least  six  years 
and  three  months  from  the  date  Medicare  paid  the  claim. 

Professional  Component-Only  and  Technical  Conwo- 
nent-Onlx  Codes:  Some  CPT  procedure  codes  are  set 
up  as  professional  component-only  or  technical  com- 
ponent-only. When  you  file  one  of  these  codes,  please  do 
not  include  modifiers  -26  ( Professional  Component ) or 
-TC  (Technical  Component).  For  a complete  list  of  codes 
which  were  established  as  professional  component-only 
or  technical  component-only,  please  see  the  Professional 
and  Technical  Component  article  that  appears  in  the  July 
1995  Medicare  Advisory. 

Liability  Insurance  and  Medicare:  HCFA  has  recent- 
ly clarified  what  providers  may  charge  beneficiaries  when 
Medicare  is  secondary  to  liability  insurance.  When  you 
provide  a Medicare  covered  service  to  a Medicare  ben- 
eficiary for  which  payment  under  a liability  insurance 
may  be  available,  you  must  follow  the  guidelines  noted 
below: 

• Within  the  120-day  promptly  period,  you  must  bill  only 
the  liability  insurer,  unless  you  have  evidence  that  the 


liability  insurer  will  not  pay  within  the  120-day 
promptly  period.  . you  have  evidence,  you  may  bill 
Medicare  for  a conditional  payment  as  long  as  you  sup- 
ply documentation  to  support  the  fact  that  payment  will 
not  be  made  promptly. 

• After  the  120-day  promptly  period  has  ended,  you  may 
(but  are  not  required  to)  bill  Medicare  for  a conditional 
payment  if  the  liability  insurance  claim  is  not  finally 
resolved. 

• You  may  not  collect  payment  from  the  beneficiary  until 
after  the  proceeds  of  the  liability  insurance  are  avail- 
able to  the  beneficiary. 

Please  refer  to  your  June  1996  Medicare  Advisory  for 
more  information  on  liability  insurance  and  Medicare. 

Provider  Remittance  Notice  Codes  and  Messages: 
Medicare  will  begin  using  a revised  provider  remittance 
notice  format  in  July  1996.  An  example  of  the  new  for- 
mat appears  on  pages  3-6  of  the  May  1996  Medicare 
Advisory.  HCFA  is  also  standardizing  the  messages  that 
appear  on  the  provider  remittance  notice.  For  your  con- 
venience, Medicare  has  published  in  the  June  1996 
Medicare  Advisory  a list  of  “Reason  and  Medicare-Spe- 
cific Remark  Codes  and  Messages.”  Please  note  that  the 
description  of  all  codes  used  within  a remittance  advice 
will  appear  on  the  last  page  of  the  notice.  Descriptions 
are  subject  to  change  without  prior  notification.  Please 
read  your  provider  remittance  notice  carefully. 

□ 


MEDICAID  UPDATE 


Medicaid  Provider  Manual:  The  Medicaid  Provider 
Manual  for  Physicians  has  been  updated  and  is  scheduled 
for  mailing  this  month.  This  manual  replaces  the  1993 
edition  and  any  previous  manuals  and  bulletins. 

Physicians  Enhanced  Program  (PEP)  Pilot  Projects: 
The  PEP  Pilot  Project  is  expected  to  begin  at  Lovelace 
Family  Medicine  on  July  1,  1996.  The  Medical  Center 
of  Easley  is  scheduled  to  begin  on  August  1 , 1996.  Sumter 
Pediatrics  is  currently  participating  as  a pilot  site  (effec- 
tive May  1, 1996).  The  PEP  is  a voluntary  managed  care 
program  which  links  Medicaid  recipients  to  a primary 
care  provider.  □ 


MONOGRAPH  AVAILABLE 


Physician  Practice  Sales:  What  Every  Physician  Should 
Know  is  a monograph  highlighting  the  various  issues  and 
elements  a physician  should  consider  when  deciding 
whether  to  sell  his/her  practice  and  accept  employment. 
It  summarizes  the  acquisition  and  employment  process, 
describes  the  terms  and  conditions  typically  contained 
in  the  acquisition  and  employment  agreements,  and 
explains  the  legal  and  regulatory  framework  around 
which  the  transaction  must  be  structured.  To  obtain  a copy 
of  this  monograph,  please  call  Audria  L.  Belton  at  (803) 
798-6207,  extension  234  or  1-800-327-1021  statewide. 

□. 
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SCMA  WORKSHOPS 


“How  to  Run  a More  Profitable  Practice,”  presented  by  Conomikes  Associates,  will  show  you  98  proven  ways  to 
maximize  revenues,  reduce  overhead  and  improve  bottom  line  results.  You  will  learn  what  your  staff  needs  to  know, 
what  your  patients  need  to  learn,  and  how  to  evaluate  your  managed  care  performance.  Not  only  will  Conomikes 
teach  what  needs  to  be  done  for  your  practice,  but  you  also  will  take  home  a concrete  plan  of  action  to  do  it.  The 
workshop  will  be  held  at  the  Sheraton  Hotel  and  Conference  Center  on  August  14,  1996, 9:00  am  - 4:00  pm,  with 
registration  beginning  at  8:30  am.  The  registration  deadline  is  July  31,  1996. 

The  workshop,  “Understanding  and  Negotiating  Managed  Care  Contracts,”  previously  scheduled  for  June  26  and 
27,  1996,  has  been  rescheduled  for  September  10,  1996,  in  Columbia  and  September  12,  1996,  in  Greenville. 

For  further  information,  call  Ginny  Comer  at  SCMA  Headquarters,  extension  253,  in  Columbia  at  (803)  798-6207 
or  statewide  at  1-800-327-1021 . 


BROCHURES  AVAILABLE 

Two  brochures  designed  to  educate  your  patients  about 
advance  directives  are  now  available.  One  brochure  gives 
straight  forward  information  about  advance  directives  and 
explains  the  Living  Will  and  Health  Care  Power  of  Attor- 
ney. The  other  brochure.  The  Role  of  Family  Members 
in  Making  Decisions  About  Health  Care,  provides  advice 
on  what  family  members  can  do  to  make  certain  their 
loved  one’s  wishes  are  known.  To  request  copies  of  these 
brochures  for  your  patient  waiting  areas,  please  call 
Audria  L.  Belton  at  (803)  798-6207,  extension  234  orl- 
800-327-1021  statewide.  □ 

NATIONAL  HIV  TELEPHONE 
CONSULTATION  SERVICE 

The  National  HIV  Telephone  Consultation  Service, 
“Warmline”  (1-800-933-3413)  based  at  San  Francisco 
General  Hospital  provides  free  HIV  clinical  information 
and  case  consultation  to  health  care  providers.  The  Warm- 
line faculty  includes  physicians,  clinical  pharmacists  and 
nurse  practitioners  who  have  extensive  experience  treat- 
ing patients  with  HIV  disease.  Warmline  consultants  are 
available  to  answer  questions  between  7:30  am  and  5:00 
pm  PST.  A 24-hour  voice  mail  system  is  available  at  other 
times. 

The  Warmline  is  funded  by  the  Health  Resources  and  Ser- 
vices Administration,  the  AIDS  Education  and  Training 
Centers,  and  the  American  Academy  of  Family  Physi- 
cians. □ 


HMOs  PLAN  TO  PARTICIPATE  IN  THE 
MEDICAID  PROGRAM 

This  summer,  HMOs  will  be  allowed  to  participate  in 
South  Carolina’s  Medicaid  program.  Two  new  HMOs, 
Select  Health  and  American  Medical  Plans,  have  received 
their  certificates  of  authority  from  the  SC  Department  of 
Insurance  and  plan  to  contract  with  the  SC  Department 
of  Health  and  Human  Services  to  enroll  Medicaid  patients 
in  their  plans.  South  Carolina  has  over  400,000  Medic- 
aid recipients. 

Select  Health,  headquartered  in  Charleston,  plans  to  enroll 
Medicaid  recipients  in  Charleston,  Columbia,  Florence, 
and  Orangeburg  and  surrounding  areas.  Select  Health 
intends  to  expand  statewide  by  1998.  American  Medical 
Plans,  headquartered  in  Columbia,  will  concentrate  on 
10  counties  in  the  upstate  and  suburban  Charlotte. 

Select  Health  and  American  Medical  Plans  will  begin 
building  their  provider  networks  and  contacting  physi- 
cians around  the  state.  If  you  have  any  questions  about 
managed  care  contracts  or  the  Medicaid  program,  please 
call  Elizabeth  Biggers  at  1-800-327-1021  statewide  or 
in  Columbia  at  (803)  798-6297,  extension  236.  □ 
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CAPSULES 


John  T.  Molnar,  MD,  Myrtle  Beach,  has  been  elected  to  the  SOCPAC  Board  representing  District  6.  Dr.  Molnar 
fills  the  vacancy  created  with  the  resignation  of  J.  Stewart  Haskin,  MD. 

March  Seabrook,  MD,  Lexington,  and  Boyce  Tollison,  MD,  Easley,  have  been  elected  to  the  board  of  the  South  Car- 
olina Institute  for  Medical  Education  and  Research  (SCIMER). 


LEGISLATIVE  UPDATE 


As  this  newsletter  goes  to  press, 
the  1996  session  of  the  SC  Gener- 
al Assembly  is  coming  to  a close. 
The  legislature  finished  its  work  a 
week  early,  and  will  reconvene  on 
June  1 2- 1 3 to  finish  up  its  work  on 
conference  committee  reports,  rat- 
ification of  acts,  and  vetoes.  Then  they  will  return  on  June 
26-27  for  ratification  of  acts,  and  consideration  of  Gov- 
ernor’s vetoes  and  adjourn  sine  die. 

The  SCMA  is  proud  of  its  accomplishments  this  leg- 
islative session.  The  Governor  has  signed  into  law  the  “48 
Hour  Maternity  Bill”  which  the  SCMA  worked  diligently 
to  pass.  This  bill  will  allow  physicians,  at  their  discre- 
tion, to  determine  that  it  is  medically  necessary  for  the 
mother  and/or  her  baby  to  remain  in  the  hospital  for  a peri- 
od not  to  exceed  the  second  postpartum  day  after  a vagi- 
nal delivery,  not  including  the  day  of  delivery,  and  the 
third  post-operative  day  following  a caesarean  section, 
not  including  the  day  of  surgery.  The  physician  solely 
determines  the  stay  up  to  these  limits  without  having  to 
get  preauthorization.  The  act  is  effective  October  1, 1996. 

Other  bills  the  SCMA  supported  and  worked  on  have 
passed  and  have  been  signed  by  the  Governor,  including 
the  “Gift  of  Life  Organ  Transplant  Bill,”  which  allows 
for  a portion  of  an  individual’s  income  tax  refund  to  be 
used  for  organ  and  tissue  donation  education  at  the  tax- 
payer’s option.  The  “Off  Label  Drug  Use  Bill”  prohibits 


insurance  companies  from  excluding  coverage  of  certain 
drugs  used  for  cancer  treatments. 

There  were  bills  pending  this  legislative  session  (for 
two  years)  which  the  SCMA  opposed  and  worked  hard 
to  defeat.  The  independent  practice  of  physical  therapists 
was  defeated  in  the  House  this  year.  The  licensure  of  Rad 
Techs  was  stalled  in  subcommittee  and  at  present  a task 
force  is  working  on  new  legislation  which  would  require 
certification  instead  of  licensure.  A major  defeat  was  the 
mandated  mental  health  benefit  bill  which  would  have 
allowed  social  workers,  marriage  counselors,  etc.  to  be 
reimbursed  for  mental  health  benefits. 

Some  bills  were  introduced  late  in  the  session  which 
SCMA  supported  and  advocated  through  testimony.  Two 
tort  reform  bills,  the  “SC  Elimination  of  Double  Recov- 
eries Act,”  and  the  “SC  Noneconomic  Damage  Awards 
Act”  were  left  without  floor  debate,  and  will  die  as  a result 
of  the  end  of  the  session.  Of  course,  they  can  be  rein- 
troduced next  year.  Another  bill  the  SCMA  supported  was 
the  “Medical  Lien  Law,”  which  was  opposed  by  the  insur- 
ance industry  and  died  in  committee. 

Next  year  the  SCMA  will  have  a bill  introduced  to  give 
patients/employees  a choice  in  their  health  plan.  The 
SCMA’s  1996  House  of  Delegates  voted  to  support  such 
a bill.  You  will  hear  more  details  about  this  legislation 
in  the  future.  □ 
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Health  care  in  the  United  States  is  undergoing 
profound  change.  Whether  the  term  being 
applied  is  cost  containment,  managed  care, 
or  health  care  reform,  it  is  clear  that  the 
nature  and  characteristics  of  the  system  are  in 
transition. 

One  of  the  few  generally  accepted  premises 
in  the  health  care  debate  is  the  need  to 
decrease  health  care  cost.  Today  the  cost  for 
most  medical  care  is  derived  from  health 
insurance  (public  or  private)  and  out-of- 
pocket  payments  by  consumers.1  In  order  to 
decrease  cost,  public  policy  makers  and  the 
insurance  industry  will  be  confronted 
primarily  with  three  options:  (1)  limiting 
benefits,  (2)  finding  alternative  funding 
sources,  or  (3)  creating  new  approaches  to 
health  care  delivery  that  will  decrease  costs 
while  maintaining  quality  care. 

As  we  approach  the  difficult  challenge  of 
limiting  costs  of  health  care,  the  elderly  and 
the  economically  disadvantaged  have  been 
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the  center  of  debate.  The  primary  reason  for 
the  focus  of  attention  directed  to  this 
population  is  their  dependence  on 
government  funds  through  the  Medicare  and 
Medicaid  programs. 

THE  COST  OF  ALZHEIMER’S  CARE 

Alzheimer’s  Disease  (AD)  is  a case  in  point 
as  the  majority  of  health  care  costs  for  this 
population  are  paid  by  Medicare  and 
Medicaid,  and  its  cost  to  society  is 
enormous.2  There  are  currently  2.6  million 
persons  aged  85  and  older  in  the  U.  S.,  and 
this  is  projected  to  be  the  fastest  growing 
population  segment,  with  doubling  predicted 
by  the  year  2000.  It  is  estimated  that  four 
million  Americans  have  AD,  and  the 
incidence  in  the  over-85  population  is  47.2 
percent.1 4 With  projections  for  increasing 
numbers  of  aging  individuals,  AD  is  expected 
to  afflict  12  to  14  million  Americans  by  the 
year  2040. 5 AD  is  an  escalating  challenge, 
with  intense  suffering,  almost  overwhelming 
family  burden,  and  staggering  costs  to  society 
of  over  $90  billion  in  direct  and  indirect  costs 
per  year  in  the  U.  S.: 

According  to  data  gathered  in  1987  by  the 
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Health  Care  Financing  Administration,  by 
2040,  Medicare  spending  for  the  population 
age  65  and  above  could  range  from  $147  to 
$212  billion  in  1987  dollars.  A large  portion 
of  these  expenditures  will  be  for  the  provision 
of  care  for  persons  with  AD.  However,  the 
expected  increases  in  Medicare  spending  do 
not  include  long  term  care.6  Long  term  care, 
including  nursing  home  care,  is  covered  for 
eligible  Medicaid  recipients.  However,  in 
South  Carolina,  Medicaid  eligibility  requires 
that  a person  be  at  near-poverty  and  need 
skilled  nursing  care. 

A 1985  National  Nursing  Home  Survey 
estimated  that  by  the  year  2040,  the  cost  of 
nursing  home  care  could  rise  to  between  $84 
and  $139  billion  (in  1985  dollars).  If  this  pro- 
gram continues,  and  the  number  of  nursing 
home  residents  rises  to  almost  six  million,  the 
cost  to  the  government  through  the  Medicaid 
program  could  be  as  high  as  $56  billion  (in 
1985  dollars).  Today  approximately  70  per- 
cent of  nursing  home  beds  are  used  by  per- 
sons with  AD.7  In  summary,  it  the  authors’ 
opinion  whatever  our  society  decides  the  new 
approach  to  health  care  delivery  will  be,  AD 
care  will  have  to  be  a central  consideration. 

OPTIONS  FOR  COST  CONTAINMENT 
IN  ALZHEIMER'S  CARE 
One  obvious  option  is  to  limit  the  dollar  reim- 
bursement for  specific  conditions  such  as 
AD.  The  federal  government  has  been  reim- 
bursing for  Defined  Diagnostic  Related 
Groups  (DRGs)  by  specific,  fixed,  prospec- 
tive payments  as  a means  to  contain  health 
care  costs.8  However,  these  fixed  payments 
will  not  prevent  massive  increases  in  overall 
cost  as  the  primary  reason  for  cost  increases 
in  Medicare  is  not  the  high  cost  for  treating  a 
person  suffering  from  a specific  condition, 
but  rather  the  rising  cost  of  providing  care  for 
an  increasing  number  of  beneficiaries,  a situ- 
ation that  is  continuing  to  worsen. 

Also,  limiting  care  for  individuals  after  a 
certain  age  has  been  a consideration.  Sugges- 
tions to  ration  health  care  for  older  Ameri- 
cans are  an  ominous  reflection  of  the  desper- 


ate fears  associated  with  rising  health  care 
costs.  Chronological  age  is  a poor  basis  for  any 
decision  to  bar  someone  from  medical  care.  In 
our  opinion,  it  would  not  only  promote  and 
encourage  age  discrimination,  it  is  also  moral- 
ly wrong.  Leading  experts  believe  the  decision 
on  type  and  scope  of  individual  care  should 
not  be  based  solely  on  age,  but  on  criteria  such 
as  the  desires  of  the  person,  his/her  family,  and 
the  person’s  health  condition.7 

Again,  AD  care  offers  a good  example  of 
the  dangers  of  an  age-based  approach.  Statis- 
tics show  a significant  increased  risk  of  suffer- 
ing from  AD  after  age  80. : Many  practition- 
ers, as  well  as  lay  people,  believe  that  because 
the  disease  is  synonymous  with  advanced  age, 
the  care  for  this  population  is  futile,  and 
resources  used  in  the  diagnosis  and  treatment 
of  persons  with  AD  are  a waste  of  health  care 
dollars.  This  philosophy  is  based  on  the 
premise  that  the  elderly  “have  to  die  from 
something.”  However,  treatment  for  “excess 
disability”  has  been  shown  to  lower  suffering, 
increase  coping,  and  decrease  caregiver  bur- 
den. (“Excess  disability”  is  a greater  loss  in 
function  than  can  be  accounted  for  by  physi- 
cal illness  or  cerebral  pathology.)1’ 

In  summary,  newly  available  treatments 
have  shown  a significant  impact  on  memory 
and  other  cognitive  functions,  producing  data 
which  clearly  indicate  that  clinicians  have  the 
ability  to  treat  AD.  If  as  a society  we  wish  to 
prevent  discrimination  against  the  aging  with 
regard  to  health  care,  substantial  advances  in 
prevention  and/or  cure  of  AD  will  have  to  be 
made. 

INVESTING  IN  RESEARCH 

Research  in  recent  years  has  shown  that  the 
pathogenesis  of  AD  appears  to  involve  a sin- 
gle common  pathway  which  gives  the  illness 
its  characteristic  histologic  and  clinical  fea- 
tures. Researchers  report  that  the  accumula- 
tion of  beta  amyloid  with  subsequent  devel- 
opment of  senile  plaques  may  be  the  unifying 
cause  of  this  disorder.10  " Moreover,  in  the  last 
five  to  10  years,  epidemiologic  and  molecular 
genetic  studies  have  suggested  several  mech- 
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anisms  that  may  result  in  the  accumulation  of 
beta  amyloid  in  the  brain.  Fifty  or  more  fami- 
lies have  been  described  in  which  AD  occurs 
as  an  autosomal  dominantly  inherited  disor- 
der. For  most  of  these  families,  the  illness  has 
an  early  onset  between  ages  40  and  60.  In 
about  15  percent  of  these  families,  specific 
base  pair  substitutions  have  been  identified  in 
the  amyloid  precursor  protein  (APP)  gene  on 
chromosome  2 1.10-12  Recent  studies  have 
shown  beta  amyloid  to  be  a fragment  of  the 
larger  APP,  and  the  mutations  identified  a 
bracket  of  the  segment  of  the  APP  gene 
which  codes  for  the  beta  amyloid  fragment. 
In  those  prone  to  develop  AD.  it  is  believed 
that  when  APP  is  cleaved  after  incorporation 
into  the  neuronal  membrane,  subsequent 
metabolism  results  in  the  formation  of  the  rel- 
atively indigestible  beta  amyloid  fragment 
rather  than  a soluble  APP  fragment.  Gradual 
accumulation  of  beta  amyloid  by  this  process 
may  result  in  eventual  plaque  formation  and 
neural  death.  Another  line  of  research 
revealed  that  for  most  families  with  early 
onset  Familial  Alzheimer’s  Disease  (FAD),  in 
whom  chromosomal  analysis  has  been  per- 
formed, a specific  genetic  mutation  could  not 
be  identified.  However,  using  indirect  chro- 
mosomal analysis  a specific  defect  in  a sec- 
tion of  chromosome  14  has  been  identi- 
fied.1011 To  date,  the  nearest  marker  identified 
on  chromosome  14,  D14S43,  shows  little 
recombination  with  FAD,  suggesting  that  the 
marker  is  part  of  the  gene  complex  or  very 
near  to  it.  It  is  expected  that  the  gene  product 
will  likely  be  involved  in  the  expression  or 
metabolism  of  APP  or  beta  amyloid,  but  this 
is  unproven  at  present. 

Families  with  late  onset  FAD  demonstrate 
disease  association  with  a marker  on  chromo- 
some 19. 10 14  This  collection  of  families  is  par- 
ticularly important  since  late  disease  onset 
(after  age  60)  is  typical  of  the  more  common 
sporadic  form  of  AD.  Although  the  specific 
target  gene  on  chromosome  19  is  not  yet 
known  with  certainty,  linkage  is  close  to  the 
apolipoprotein  E (APOE)  gene.  APOE  occurs 
in  three  isoforms:  e-2,  e-3,  and  e-4,  with  e-3 


being  the  most  common  isoform  in  most  pop- 
ulations. Corder,  et  al.""5  found  that  risk  for 
AD  increased  from  20  to  90  percent  with  an 
increasing  number  of  alleles  for  e-4  in  42 
families  with  late  onset  AD.  Other  research 
centers  also  have  confirmed  an  association 
between  APOE  e-4  and  late  onset  AD.  The 
role  that  APOE  e-4  plays  in  the  development 
of  AD  is  not  known.  It  appears  that  e-4  may 
bind  to  beta  amyloid  more  than  other  APOE 
isoforms.  Alternatively,  it  has  been  suggested 
that  a paucity  of  e-3  rather  than  an  excess  of 
e-4  is  the  critical  problem.  Isoform  e-3 
appears  to  bind  to  neurotubulin,  an  important 
element  of  the  axonal  tubular  system,  pre- 
venting the  degradation  of  neurotubulin  into 
neurofibrillary  tangles.  Further  research  is 
necessary  to  determine  whether  APOE  is 
involved  in  the  fundamental  pathogenesis  of 
AD.  or  simply  a biological  marker  for  some 
and  not  others.  Should  it  be  discovered  that  a 
shortage  of  APOE  e-3  contributes  significant- 
ly to  the  pathogenesis  of  AD,  researchers  sug- 
gest that  the  development  of  treatments 
attempting  to  increase  APOE  e-3  availability 
will  be  the  focus  of  AD  research  activity  in 
the  near  future. 

Until  the  underlying  cause  of  AD  is  estab- 
lished in  a majority  of  cases,  a definitive  ther- 
apy will  not  be  available.  Preventive  thera- 
pies may  be  directed  at  halting  the  accumula- 
tion of  beta  amyloid  in  the  brain,  or  at  facili- 
tating the  disposition  of  beta  amyloid  in  the 
brain."  A number  of  alternative  preventive 
therapies  are  under  study  as  well  as  clinical 
trials  for  pharmacologic  treatment  of  AD. 

As  we  briefly  discussed,  researchers  have 
begun  to  understand  the  complexities  of  AD. 
Investing  in  research  is  yielding  a return  and 
a continuation  of  investment  will  without  a 
doubt  lead  to  the  ultimate  AD  cost  contain- 
ment measure:  finding  a cure. 

INVESTING  IN  FAMILY 

Spouses  and  adult  children  furnish  the  major- 
ity of  supportive  health  and  social  services  to 
persons  with  AD,  providing  assistance  with 
essential  activities  such  as  bathing,  feeding. 
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dressing,  toileting,  and  coordinating  medical 
and  community  services.1'’  All  of  these  duties 
impact  significantly  on  the  caregiver’s  daily 
routine.  About  half  of  caregivers  manage  well, 
while  the  remaining  50  percent  suffer  from 
associated  mental  and  medical  problems.1720 
Although  multiple  factors  have  been  associat- 
ed with  caregiver  burden  and  distress,  difficul- 
ties dealing  with  problematic  behaviors  (espe- 
cially agitation)  at  home,  and  the  lack  of  ade- 
quate support  systems  to  aid  the  caregiver  are 
two  of  the  factors  found  to  be  correlated  most 
strongly  with  the  decision  to  institutionalize 
the  family  member,  one  of  the  most  expensive 
and  least  desirable  outcomes.1721 

INVESTING  IN  CAREGIVERS 

Caregiver  educational  interventions  may  be 
useful  to  reduce  agitation  and  caregiver  bur- 
den. Persons  with  AD  have  specific  needs  such 
as  an  appropriate  level  of  stimulation22-24  in  a 
flexible,  safe,  and  tolerant  environment.23-25 
Again,  investment  of  time  in  supporting  and 
educating  the  caregiver  appears  to  be  the  most 
feasible  approach  to  cost  reduction.  It  has  been 
hypothesized  that  caregiver  understanding  of 
these  needs  and  the  implementation  of  specific 
techniques  designed  to  minimize  agitation, 
produce  a reduction  in  agitated  behaviors  as 
well  as  caregiver  burden  and  distress.2627  Also, 
the  risk  for  unnecessary  institutionalization  is 
reduced.  Indeed,  recent  studies  strongly  sup- 
port the  value  of  educational  interventions  in 
reducing  agitation  in  persons  with  AD  and 
caregiver  burden.  Grodaty  and  Gresmet  (1989) 
using  random  assignment,  evaluated  family 
outcomes  following  a short  medical  manage- 
ment evaluation.  They  reported  improvement 
in  caregivers’  psychological  distress  and  a 
decrease  in  nursing  home  placement  among 
families  whose  caregivers  attended  a care- 
giver training  program.  This  program  included 
specific  coping  strategies  for  managing  agita- 
tion and  other  difficult  behaviors. 

Our  experience  has  validated  this  finding. 
We  have  observed  that  various  communica- 
tion strategies  such  as  using  simple  language, 
establishing  eye  contact,  breaking  down  tasks 


into  one  step  directions,  allowing  the  patient 
time  to  process  messages,  repeating  commu- 
nication if  there  is  no  response,  prompting 
and  cueing,  initiating  a task  when 
appropriate,  and  redirecting  the  person  to  a 
task  may  have  a positive  impact  on  agitation 
and  overall  well-being.28  In  summary,  invest- 
ing in  caregiver  education  may  be  an  effec- 
tive cost  containment  measure  by  virtue  of 
reducing  institutionalization. 

INVESTING  IN  SUPPORT  SERVICES 

The  perceived  lack  of  adequate  social  and 
emotional  support  is  a factor  which  has  been 
found  to  be  associated  with  the  decision  to 
institutionalize.29  It  is  reasonable  to  hypothe- 
size that  caregiver  interventions  which  pro- 
vide social  and  emotional  support  could 
reduce  caregiver  burden  and  subsequently 
unnecessary  institutionalization.21-30 

Both  state  and  private  organizations  have 
recognized  the  need  for  support  services 
which  enable  families  to  keep  dependent 
adults  at  home  as  long  as  possible.  Specifical- 
ly, the  Governor’s  Office  Division  on  Aging 
implements  and  administers  federal  and  state 
programs  to  meet  the  needs  of  aging  persons 
in  South  Carolina.  One  such  program  is  Pro- 
ject COPE  (Care  Options  and  Public  Educa- 
tion) which  is  funded  by  the  U.  S.  Public 
Health  Service.  The  main  goal  of  Project 
COPE  is  to  develop  and  increase  the  avail- 
ability of  services  to  persons  with 
Alzheimer’s  Disease  and  their  family  care- 
givers. Target  populations  are  low  income, 
minority,  and  rural  individuals.  The  three  pro- 
ject sites  are  Lexington  County,  the  Trident 
region  (Charleston,  Berkeley,  and  Dorchester 
counties)  and  the  Pee  Dee  area  (Marion, 
Marlboro,  Dorchester.  Dillon,  Darlington,  and 
Florence  counties).31 

A major  thrust  of  Project  COPE  is  to  identi- 
fy families  who  need  help  in  caring  for  a 
member  with  AD  and  to  link  them  with  com- 
munity resources.  These  services  include 
Alzheimer’s  Association  chapters,  support 
groups,  caregiver  hotlines,  home  health  agen- 
cies, adult  day  care  programs,  local  aging  ser- 
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vice  providers,  legal  services,  respite  care 
programs,  counseling  services,  transportation, 
home  delivered  meals,  and  caregiver  educa- 
tion and  training. 31 

Another  priority  goal  of  Project  COPE  is  to 
increase  the  capability  of  physicians  to  diag- 
nose AD  accurately  and  expand  their 
knowledge  of  local  resources  and  services. 
An  Alzheimer’s  Consultation  Line  for  Clini- 
cians has  been  initiated  by  Project  COPE  and 
the  Medical  University  of  South  Carolina. 
Clinicians  in  South  Carolina  may  call  1-800- 
922-5250  to  receive  a physician  consult 
regarding  Alzheimer’s  Disease  related  cases 
and  questions. 

Investing  in  caregiver  and  physician  educa- 
tion can  be  an  effective  cost  containment 
measure.  An  investment  in  family  support 
can  reduce  the  chances  of  unnecessary  insti- 
tutionalization. An  investment  in  physician 
support  will  result  in  better  care  and  reduce 
the  degree  of  physical  disability  due  to  cogni- 
tive decline. 

CONCLUSION 

Diseases  such  as  tuberculosis  and  polio  have 
caused  large  numbers  of  disabled  Americans 
during  this  century.  Research  led  to  antibi- 
otics and  vaccines  that  significantly  reduced 
the  incidence  and  cost  of  these  conditions.  If, 
instead  of  research,  we  had  relied  solely  on 
cost  containment  or  rationing,  we  probably 
still  would  have  tuberculosis  sanitoriums  and 
iron  lungs.6 

We  must  continue  to  examine  long  term 
solutions  for  projected  increases  in  health 
care  costs  for  Alzheimer’s  Disease:  health 
maintenance,  and  prevention,  as  opposed  to 
the  current  focus  on  acute  treatment. 
According  to  experts  this  option  will  require 
a total  transformation  of  the  system,  with  a 
focus  on  investment  as  a cost  containment 
measure.  Until  research  leads  to  the  cure  for 
Alzheimer’s  Disease,  new  knowledge  will 
allow  us  to  enhance  independence  and  reduce 
the  degree  of  disability.  We  see  the  health 
care  reform  initiative  as  an  opportunity  to 
reveal  new  insights  into  more  clinically  effec- 


tive and  cost-efficient  care  options  to  improve 
the  lives  of  persons  with  Alzheimer’s  Disease 
and  their  families.4,5  □ 

NOTE:  C linicians  may  call  the  University  of 
South  Carolina  at  1-803-792-6895  to  receive 
two  free  videos  on  current  research  and  the 
treatment  of  Alzheimer’s  Disease.  The  videos 
are  a production  of  MUSC,  the  Governor’s 
Office  Division  on  Aging,  SC  ETV,  and  the 
U.  S.  Public  Health  Service  Grant 
#CSHOOO  154-0 1-0. 
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The  importance  of  early  diagnosis  of  prostate 
cancer  has  recently  received  much  attention 
both  in  the  medical  literature1 2 and  lay 
media.3  While  some  calculate  that  the  cost  to 
screen  and  then  manage  every  diagnosable 
prostate  cancer  would  be  too  burdensome, 
our  impression  is  that  a great  majority  of  indi- 
vidual patients  desire  early  diagnosis;  and 
more  treatment  options  are  available  at  early 
diagnosis.  In  view  of  such  possible  conflict- 
ing motivations,  we  determined  to  do  a sys- 
tematic study  of  the  effectiveness  of  a maxi- 
mal-detection prostate  biopsy  processing  sys- 
tem devised  by  one  of  us  (EBS)  in  late  1 991. 4 

The  frequency  and  comprehensiveness  of 
needle  biopsies  of  the  prostate  gland  has 
increased  significantly  since  1990  following 
the  introduction  of  PSA  screening  and  the 
availability  of  a reliable,  automated  biopsy 
gun  technique.3  While  the  surgical  pathology 
evaluation  of  these  needle  biopsies  is  defini- 
tive in  the  diagnosis  of  prostatic  cancer,  there 
is  significant  variation  in  surgical  pathology 
laboratories  as  to  the  methods  and  thorough- 
ness with  which  these  biopsies  are  studied. 
The  majority  of  prostate  biopsies  are  done  in 
doctors’  offices,  and  biopsy  specimens  are 
often  processed  by  remote  commercial  labo- 
ratories. In  many  urology  practices,  the  multi- 
ple biopsies  are  submitted  in  a single  contain- 
er (or  possibly  divided  into  right-side  and 
left-side  containers)  and  processed  as  a clus- 
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ter  of  tissue  fragments,  most  often  with  two 
to  three  levels  of  microscopic  sections  stud- 
ied. We  introduced  a system  to  separately 
identify  each  needle  biopsy  specimen 
whether  dealing  with  lesser  or  greater  num- 
bers of  specimens,  but  geared  toward  the  sex- 
tant technique  of  prostate  gland  biopsies. 
This  sextant  approach  (three  spaced  biop- 
sies...apex,  mid,  base. ..per  each  side  of  the 
gland,  six  biopsies  in  all  for  each  case)  is 
used  in  cases  of  an  elevated  PSA  without  a 
definite  palpable  lesion  or  definite  target 
lesion  by  ultrasound.5 

Effectiveness  of  the  surgical  pathology  pro- 
cess was  addressed  in  the  form  of  two  ques- 
tions: (1 ) How  much  surgical  pathology  work 
was  necessary  to  detect  all  cancers  contained 
in  the  biopsy  specimens?4  (2)  Did  the  sextant 
pattern  plus  this  thorough  process  produce  the 
highest  diagnostic  yield  of  cancers? 

SURGICAL  PATHOLOGY  THOROUGH- 
NESS 

Traditionally  and  by  common  practice,  surgi- 
cal pathology  processing  of  needle  biopsies 
has  involved  sectioning  of  a single  core  biop- 
sy at  two  levels  of  section  on  two  slides. 
With  the  advent  of  multiple  (often  sextant) 
needle  biopsies  of  the  prostate  gland,  surgical 
pathology  processing  remained  relatively 
unchanged.  Multiple  biopsies  not  separately 
identified  with  lateralizing  labels  are  often 
processed  altogether  in  a single  cluster  of 
needle  biopsy  cores.  Increasingly,  right  and 
left-sided  biopsies  are  segregated  into  sepa- 
rate bottles,  each  of  the  multiple  biopsies  pro- 
cessed in  a non-oriented  cluster  in  a single 
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block  cut  at  two  levels  of  section  on  two 


slides.  An  informal  verbal  survey  of  surgical 
pathology  departments  in  early  1993  indicated 
that  most  departments  reviewed  multiple 
frames  of  section  on  two  or  three  slides.  The 
bundle  or  wad  of  needle  biopsy  cores  preclud- 
ed the  ability  to  view  an  entire  plane  of  sec- 
tion of  each  needle  biopsy.  Rarely  was  there 
any  attempt  to  spatially  orient  the  sections. 

In  an  effort  to  systematize  and  optimize  the 
information  to  be  gained  from  prostatic  nee- 
dle biopsies,  we  developed  a technique  for 
specimen  orientation  of  transrectal  ultra- 
sound-guided (TRUS)  needle  biopsies  using 
disposable  biopsy  guns.4  Labeling  and  orien- 
tation of  each  biopsy  is  maintained  from  the 
biopsy  needle  to  the  pathology  slide  by  use  of 
directional  orientation  blot  papers  (Fig.  1) 
and  agar  pre-embedding  of  formalin  fixed 
biopsy  cores.  Blot  papers  are  made  from 
hand-towel  paper,  the  best  being  paper  which 
is  quick-absorbing  yet  firm  enough  to  main- 


tain its  shape  when  wet.  We  prefer  Kimberly 
Clark’s  Surpass  hand  towels.  Even  a frag- 
mented biopsy  maintains  perfect  orientation 
on  a labeled  blot  paper.  Keeping  the  blot 
paper  label  in  mind,  the  blot  paper  is  mildly 
firmly  touched  by  the  operator  or  an  assistant 
onto  the  biopsy  gun  needle  containing  the  tis- 
sue core,  the  core  instantly  absorbing  to  the 
paper  (Fig.  2),  the  paper  then  folded  into  the 
labeled  specimen  container  holding  the  10 
percent  neutral  buffered  formalin  fixative  (we 
recommend  against  any  other  type  of  fixa- 
tive). With  careful  attention  to  maintaining 
this  orientation,  the  cores  are  removed  onto 
the  metal  surgical  pathology  dissecting  table 
and  arranged  in  relation  to  pre-cut,  colored- 
agar  orientation  markers.  Biopsies  and  mark- 
ers are  then  pre-embedded  in  clear,  melted 
agar  which  rapidly  hardens  (Fig.  3).'’  At  least 
three  biopsy  cores  can  be  agar  pre-embedded 
in  the  same  plane  of  sectioning  in  one  paraf- 
fin block.4  Orientation  is  maintained  within 


Figure  1.  Blot  papers. 


Figure  2.  Blot  paper  with  core  biopsy  present  on  the 
orientation  arrow. 
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Figure  4.  A representative  pathology  slide  containing 
three  histological  frames  from  a single  block 
containing  three  core  biopsies,  the  colored-agar 
square  sequence  i 1 -ker  and  rectangular  deep-tip 
orientation  marker. 


Figure  3.  Core  biopsies  and  shaped  black 
orientation  markers  pre-embedded  in  agar. 

the  paraffin  block  (and  thereafter  on  the  histo- 
logical slides  [Fig.  4])  by  the  presence  of  the 
colored-agar  markers,  enabling  precise  deter- 
mination as  to  the  localization  (that  is,  capsu- 
lar end  vs.  deep  end  of  the  tissue  core)  and 
measured  extent  of  any  neoplasia  identified. 
Location  and  inferred  estimate  of  tumor 
extent  or  volume  may  facilitate  planning  and 
clinico-pathologic  correlation  of  such  proce- 
dures as  endorectal  coil  MRI  staging  studies 
or  therapeutic  options.  Interval  paraffin  rib- 
bons can  be  saved  for  ancillary  studies, 
including  immuno-microscopy  and  DNA  pro- 
files. 

We  performed  a look-back  review  of  our 
entire  experience  of  540  consecutive  unse- 
lected patient  cases  processed  during  a 12- 
month  period  (1993)  to  determine  the  opti- 
mum number  of  levels  of  section  per  block 
necessary  for  detection  of  all  neoplasia  actu- 
ally contained  in  the  sum  of  the  18  gauge 
biopsy  cores.4  Prior  to  and  during  the  study. 


an  average  of  10  slides  representing  evenly 
spaced  step-cut  sections  through  the  full 
thickness  of  the  needle  biopsy  core  was  made 
for  each  case  with  a range  of  seven  to  16 
slides  per  block,  two  or  three  frames  of  tissue 
on  eaeh  microscopic  slide.  This  original  pro- 
cessing effort  entailed  exhaustive  review  of 
the  540  patient  cases;  hence,  we  assumed  that 
all  carcinomas  actually  contained  in  biopsy 
cores  had  been  detected...  that  none  were 
missed,  there  being  no  significant  amount  of 
tissue  remaining  in  the  paraffin  blocks. 
Using  from  one  to  eight  biopsies  per  case, 
105  (19  percent)  cases  were  carcinomatous. 
29  of  the  malignant  cases  (28  percent)  had 
only  a single,  minute  (3mm  or  less)  focus  of 
neoplasia  in  only  one  of  the  biopsy  cores. 

Our  look-back  analysis  of  this  exhaustive 
processing  technique  determined  that  all  of 
the  observed  cancers  would  have  been  detect- 
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ed  by  the  study  of  five  slides  (15  frames  of 
section)  of  level-plane,  spatially  oriented  nee- 
dle biopsy  sections.  So,  how  much  work  is 
necessary  on  a sextant  series?  To  provide  a 
margin  of  safety,  we  determined  as  policy  to 
prepare  six  step-sectioned  slides  (two  to  three 
frames  of  section  per  slide)  from  each  paraf- 
fin block,  step-sectioning  the  needle  biopsy 
cores  completely  through  (six  slides,  each  at  a 
separate  plane  of  section)  and  saving  inter- 
vening ribbons  until  the  case  interpretation 
was  completed.  Paraffin  ribbons  from  unusu- 
al cases  could  be  saved  indefinitely. 

A clinical  records  review  of  the  29  cases 
with  a single  minute  focus  of  carcinoma 
revealed  that  1 1 underwent  radical  prostatec- 
tomy. Complete  surgical  pathology  examina- 
tion of  all  I 1 surgically  resected  prostate 
glands  confirmed  the  diagnosis  of  adenocar- 
cinoma, all  tumors  being  greater  than  9mm  in 
diameter  or  multi-focal  in  their  involvement 
of  the  prostate  gland.  Very  importantly,  three 
of  the  eleven  cases  showed  tumor  extending 
to  the  surgical  resection  margins.  Thus,  in 
agreement  with  others,7  the  detection  of  a sin- 
gle minute  tumor  focus  using  multiple  (sex- 
tant) needle  biopsies  cannot  be  assumed  to 
reflect  insignificant  carcinoma  as  such  may 
well  represent  a small  sampling  of  a much 
larger  tumor  that  may  be  clinically  signifi- 
cant. So-called  “minute  carcinoma”  in  a 
sextant  biopsy  series  has  a very  significant 
chance  of  not  being  minute  carcinoma  in 
the  resected  prostate  gland! 

THOROUGHNESS  PLUS  SEXTANT 
PATTERN 

Others*  have  indicated  a higher  detection  rate 
of  cancer  when  using  a sextant  or  systematic 
patterned  biopsy  approach  to  cases  with  PSA 
elevation  but  without  evidence  of  a target 
nodule.  A review  of  355  consecutive,  unse- 
lected patients  from  three  area  urology  office 
general  practices  biopsied  with  18  gauge  nee- 
dles during  1995  indicated  a significantly 
increased  yield  (39  to  43  percent)  if  from 
three  to  seven  biopsies  were  taken,  as 
opposed  to  two  or  less  (24  percent)  (Table  1 ). 


Our  review  could  not  distinguish  cases  as 
being  with  or  without  clinical  target  lesions. 
12.8  percent  of  the  196  patients  undergoing 
sextant  biopsies  contained  cancer  in  only  one 
of  the  six  biopsies  (Table  1 ).  While  one  might 
intuitively  expect  more  biopsies  to  have  a 
greater  diagnostic  yield,  we  saw  about  a 40 
percent  yield  so  long  as  one  utilized  at  least 
three  biopsies,  a result  probably  attributable 
to  the  heterogeneous  mixture  of  biopsy  indi- 
cations in  our  unselected  series.  If  the  utility 
of  screening  and  early  biopsy  diagnosis  of 
prostate  cancer  is  accepted  as  a mark  of  medi- 
cal effectiveness,  our  data  suggests  that  there 
is  a significant  potential  of  a false-negative 
biopsy  study  if  less  than  a three-biopsy  series 
is  performed. 

In  summary  it  is  important  to  emphasize 
that  minute  carcinoma  in  a needle  biopsy  may 
not  be  minute  clinically.  It  only  requires  a 
measured  zone  of  cancer  4 mm  in  length  in 
one  biopsy  core  to  define  “clinically  signifi- 
cant” (volume  > 0.5cc)  cancer.7  Hence,  opti- 
mally sensitive  processing  of  prostate  needle 
biopsies  done  according  to  the  method  of 
highest  yield  is  essential  to  maximized  detec- 
tion. Experience  related  to  the  540  patient 
series  indicates  that  six  slides  carrying  six 
spaced  levels  through  the  full  thickness  of  the 
spatially  oriented,  single-plane  biopsy  cores 
will  detect  all  diagnosable  neoplasia  within 
these  biopsies.  A less  thorough  examination 
hazards  the  possibility  of  missing  an  impor- 
tant malignancy.  A sextant  series  requires 
only  two  paraffin  blocks. 

The  spatial  orientation  of  the  needle  biop- 
sies offers  the  ability  to  roughly  locate  the 
tumor  site  as  to  the  base,  mid,  and  apical  por- 
tions of  the  right  or  left  prostate  lobes  and  to 
very  roughly  estimate  tumor  size  (at  least  as 
to  a determination  of  clinically  significant 
size).7  The  biopsy  often  contains  the  capsular 
boundary,  and  our  process  allows  one  to  por- 
tray the  relationship  of  a cancerous  segment 
to  the  capsule.  The  capsular  end  of  a biopsy 
core  may  sometimes  be  discerned  grossly  by 
the  presence  of  a thin,  elastic  tail  of  peripro- 
static areolar  tissue  stringing  from  that  end  of 
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PROSTATE  BX  REVIEW  - 1995 

Total  # Patients  355 
Total  # Biopsies  1860 


# Bx 

Total  # Pts 

No  CA 

CA  in  1 

CA  in  2 

CA  in  3 

CA  in  4 

CA  in  5 

CA  in  6 

CA  in  7 

CA  in  8 

% CA 

1 

5 

5 

0 

0 

2 

37 

27 

7 

3 

27% 

3 

21 

12 

1 

4 

4 

43% 

4 

31 

18 

8 

3 

1 

1 

42% 

5 

24 

14 

3 

6 

0 

1 

42% 

6 

196 

120 

25 

12 

15 

5 

5 

14 

39% 

7 

31 

19 

3 

0 

2 

2 

2 

3 

39% 

8 

9 

6 

1 

2 

33% 

9 

1 

1 

0% 

Total 

355 

222 

47 

28 

20 

8 

8 

17 

3 

2 

1.  47/355  or  13%  of  patients  were  noted  to  have  neoplasia  in 

only  a single  core  of  a biopsy  set. 


2.  25/196  or  13%  of  patients  were  noted  to  have  neoplasia  in 
only  a single  core  of  a sextant  biopsy  set. 

3.  37/196  or  19%  of  patients  were  noted  to  have  neoplasia  in 
only  1 cr  2 cores  of  a sextant  biopsy  set. 


Table  1. 


the  biopsy  core.  The  “capsule”  of  the  gland  is 
often  visible  microscopically  as  a slightly 
increased  peripheral  loosening  of  fibromuscu- 
lar  tissue,  usually  in  contact  with  some  micro- 
scopic adipose  tissue.  Capsular  involvement 
by  tumor  on  a needle  biopsy  most  likely  is, 
thereby,  a true  positive  sign  reflecting  the  real 
status  of  tumor  within  the  prostate  gland. 
The  presence  of  ganglion  cells  is  another 
indicator  of  “capsular”  area.  Of  course, 
absence  of  such  as  capsular  or  perineural 
tumor  involvement  on  needle  biopsy  cannot 
be  assumed  to  be  a true  rule-out  result  as  the 
amount  of  sampling  is  so  small. 

Though  not  the  focus  of  this  paper,  it  has 
not  escaped  our  notice  that  pre-analytical 


(prior  to  specimen  receipt  in  the  lab)  factors 
are  crucial  to  maximized  cancer  detection  and 
interpretation.  These  include:  quality  PSA 
determinations,  the  urologist’s  choice  of  the 
number  of  biopsies,  biopsying  of  the  most 
cancer-prevalent  plane  (in  the  absence  of  a 
target  lesion,  para-peripheral  rather  than  para- 
medial),7  and  snug  positioning  of  the  biopsy 
gun  needle  tip  at  the  glandular-periglandular 
interface  (not  pre-penetrated  into  the  gland) 
prior  to  triggering  the  biopsy.  Such  position- 
ing accomplishes  two  important  objectives. 
Firstly,  the  capsular  region  is,  thereby,  likely 
to  be  contained  in  the  biopsy  sample  and  be 
recognizable  histologically.  Secondly,  each 
biopsy  thereby  consists  predominately  of  a 
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maximized  length  of  actual  prostate  gland  tis- 
sue, a longer  cumulative  length  of  multiple 
biopsy  cores  being  intuitively  expected  to 
detect  more  cancer  than  shorter  cumulative 
lengths.  Concern  for  cancer  location  misinter- 
pretation due  to  the  relatively  tangential 
direction  of  the  biopsy  plane  could  be  allayed 
were  a modification  to  be  invented  in  the 
biopsy  gun  for  an  angled  biopsy  path  more 
directly. ..less  tangentially. ..into  the  gland. 
Finally,  this  fully  oriented  biopsy  approach 
allows  both  a focused  approach  to  the  surgi- 
cal pathology  processing  of  any  subsequent 
radical  prostatectomy  specimen,  especially  in 
cases  of  pre-operative  neo-adjuvant  total 
androgen  blockade  where  documentation  of 
the  residual  cancer  can  sometimes  be  so  prob- 
lematic.1' And  a radiologico-pathological  cor- 
relation of  findings  is  possible  for  a more 
optimized  endorectal  coil  MR1  interpretation 
as  we  are  providing  in  our  hospital.  Though 
the  reader  may  infer  that  our  process  is  overly 
compulsive  and  too  time  consuming,  once  set 
into  place,  it  is  actually  a smoothly  repeti- 
tious, relatively  easy  approach  to  a signifi- 
cantly demanding  area  of  surgical  pathology 
in  view  of  the  advantages  gained.  □ 
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LATEX  ALLERGY:  AN  EMERGING  CRISIS  IN 
HEALTH  CARE 

MICHAEL  J.  BYKOWSKY,  M.  D„  Ph.  D.* 


Latex  allergy  is  an  increasingly  important 
health  care  issue  to  a number  of  patients  and 
health  care  workers,  and  is  a burgeoning 
headache  for  hospital  administrators.  Contact 
dermatitis  to  the  chemicals  used  in  processing 
natural  latex  rubber  has  long  been  recognized 
and  will  not  be  further  discussed  in  this  paper 
other  than  to  say  that  it  increases  the  risk  of 
developing  IgE-mediated  reactions,  or  for  the 
purpose  of  this  paper,  latex  allergy.  Since  the 
first  reports  in  North  America  of  IgE-mediat- 
ed reactions  to  the  natural  proteins  of  Hevea 
brasiliensis  in  1989,'  countless  case  reports  of 
injury  have  made  their  way  to  the  FDA  as 
have  the  reports  of  at  least  15  deaths.  As  the 
need  for  barrier  protection  from  blood-borne 
pathogens  has  grown,  so  has  our  reliance  and 
use  of  latex-containing  products  and  with  it 
the  risk  of  sensitization  to  these  proteins. 

BACKGROUND 

Natural  rubber,  or  latex,  is  the  product  of  the 
milky  sap  of  the  rubber  tree,  Hevea  brasilien- 
sis. Although  a majority  of  latex  used  is  com- 
prised of  the  polymer  c/5-1 ,4-polyisoprene, 
the  natural  proteins  from  the  tree  such  as  rub- 
ber elongation  factor,  lysozyme  and  prenyl- 
transferase  are  carried  along  in  the  harvesting 
and  production  process  and  are  loosely  bound 
to  the  polymer.  Natural  latex  can  be  utilized 
in  many  ways  such  as  injection  molding  and 
dipping.  Dipped  latex  products  include  exam 
gloves,  balloons,  and  condoms.  Inherent  to 
the  process  of  dipping  and  because  of  their 
great  surface  area  to  volume  ratio,  dipped 
products  expose  the  user  to  higher  quantities 
of  latex  protein  and  increase  the  risk  of  sensi- 
tization or  reaction.  This  risk  is  increased  if 
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the  latex  product  is  powdered,  as  the  loosely 
bound  proteins  are  readily  adsorbed  to  the 
powder.  These  protein-powder  complexes 
either  remain  in  contact  with  the  skin  or  are 
aerosolized  into  respireahle  particles  where 
they  can  trigger  respiratory  or  generalized 
reactions.  Lower  but  detectable  amounts  of 
latex  protein  can  be  found  in  other  medical 
and  household  items  such  as  pacifiers,  nip- 
ples, sneakers,  automobile  tires,  catheters, 
and  vial  stoppers.  Although  these  may  pose  a 
threat  to  a sensitized  individual,  they  are  not 
felt  to  contain  an  antigen  load  great  enough  to 
sensitize. 

RISK  GROUPS 

The  greatest  risk  to  sensitized  individuals  is 
through  either  parenteral,  perioperative,  respi- 
ratory or  alimentary  exposure.  Many  risk 
groups  have  been  identified  and  they  fall  into 
well-defined  categories.  The  earliest  identi- 
fied risk  consisted  of  patients  who  had  under- 
gone multiple  surgical  procedures.  Their 
reactions  are  usually  manifest  as  intraopera- 
tive anaphylaxis  but  are  usually  well  man- 
aged in  this  critical  care  setting.  The  earliest 
deaths  from  latex  allergy  were  attributed  to 
anaphylaxis  to  latex-retention  balloons  used 
in  barium  enemas.2  This  type  of  exposure 
may  be  more  dangerous  because  a large  latex 
load  is  administered  in  an  area  of  the  hospital 
not  accustomed  to  dealing  with  such  emer- 
gencies. In  the  pediatric  population,  identified 
risk  groups  include  patients  with  spina  bifida 
and  genitourinary  malformations  as  these  two 
groups  usually  require  multiple  surgical  pro- 
cedures. The  risk  is  increased  relative  to  the 
number  of  surgical  procedures  performed 
especially  if  they  were  done  prior  to  the 
patient’s  first  birthday.3  As  many  as  30  per- 
cent of  patients  with  spina  bifida  in  one  study 


June  1996 


267 


LATEX  ALLERGY 


had  severe  or  life-threatening  reactions  and  at 
least  60  percent  of  the  patients  had  reactions 
which  were  not  confined  to  the  operating 
room.'  Surgical  procedures  may  not  be  the 
oidy  factor  in  these  patients.  Many  require 
frequent  bladder  catherization  and  in  some 
cases,  fecal  disimpaction  and  administration 
of  enemas  is  a common  occurrence.  Other 
pediatric  patients  with  chronic  illnesses 
requiring  frequent  hospitalizations  such  as 
patients  with  cystic  fibrosis  may  also  be  at  an 
increased  risk  of  sensitization. 

Health  care  workers  represent  a second  risk 
group.  With  the  increase  in  exposure  to  natu- 
ral latex  products,  primarily  through  pow- 
dered gloves,  the  number  of  affected  individ- 
uals is  reaching  epidemic  proportions.  Sensi- 
tization occurs  through  direct  contact  as  well 
as  through  the  respiration  of  airborne  parti- 
cles in  areas  where  gloves  are  most  frequent- 
ly used.  Broken  skin  and  a history  of  atopy 
are  independent  risk  factors  for  developing 
latex  allergy.  Prior  to  the  1980s,  the  routine 
use  of  latex  gloves  was  reserved  for  known 
infected  patients  or  where  a procedure 
required  sterility.  With  the  advent  of  HIV  and 
our  better  understanding  of  other  infectious 
diseases,  latex  gloves  as  a barrier  have 
become  the  norm  rather  than  the  exception 
thus  increasing  not  only  the  number  of  indi- 
viduals exposed  but  also  their  number  of 
exposures.  This,  with  frequent  handwashing 
which  may  irritate  the  skin,  substantially 
increases  the  risk  of  sensitization.  This  prob- 
lem is  not  unique  to  the  health  care  industry 
and  affects  any  occupation  where  susceptible 
individuals  are  required  to  frequently  wear 
gloves  such  as  people  in  the  food  industry, 
housekeeping,  emergency  response  person- 
nel. and  hairdressers.  Other  risk  groups  for 
occupational  exposure  are  those  individuals 
involved  in  the  processing  or  use  of  latex 
such  as  workers  in  tire  or  sneaker  manufac- 
ture, or  in  the  preparation  of  the  raw  material. 
Reactions  in  sensitized  individuals  can  range 
from  rashes  indistinguishable  from  contact 
dermatitis,  to  localized  or  generalized  hives. 
Symptoms  may  progress  to  full  blown  ana- 


phylaxis especially  if  the  route  of  administra- 
tion is  parenteral  or  through  respiratory  or  ali- 
mentary tracts.  Other  common  symptoms 
include  ones  indistinguishable  from  allergic 
rhinitis  such  as  sneezing,  nasal  congestion 
and  itching.  The  prevalence  of  these  symp- 
toms in  high  exposure  groups  is  estimated  to 
be  from  five  percent  in  the  general  popula- 
tion, up  to  20  percent  in  atopic  individuals.4  5 
Estimates  of  occupational  asthma  to  latex  in 
hospital  personnel  range  from  two  to  five  per- 
cent.6 The  group  with  the  highest  risk  of  latex 
allergy  is  surgeons  where  in  one  study.7  7.4 
percent  of  operating  room  physicians  had 
latex-specific  IgE. 

DIAGNOSIS 

The  identification  of  individuals  at  risk  is  of 
utmost  importance  because  of  the  possibility 
of  severe  reactions  if  exposed  to  latex 
through  a surgical  or  dental  procedure  or  in 
some  other  manner.  The  first  step  is  to  identi- 
fy an  individual  as  belonging  to  one  of  the 
many  high  risk  groups.  This  would  include 
patients  who  had  undergone  multiple  surgical 
procedures  or  have  frequent  exposure  to  latex 
products  through  occupational  exposure  as 
outlined  above.  A careful  history  should  be 
taken  to  look  for  symptoms  of  latex  allergy. 
These  include  but  are  not  limited  to  contact 
dermatitis,  localized  or  generalized  hives, 
pruritis,  sneezing,  nasal  congestion  with  or 
without  rhinorhea.  wheezing,  or  symptoms  of 
anaphylaxis  such  as  lightheadedness  or 
diaphoresis.  Any  history  of  allergic  reactions 
without  a cause  should  be  thoroughly  investi- 
gated as  it  may  have  been  the  result  of  an 
occult  latex  exposure.  A history  of  food  aller- 
gy should  be  obtained  as  half  of  the  individu- 
als with  latex  allergy  may  have  an  identifiable 
allergy  to  foods.8  A growing  list  of  foods  are 
known  to  cross  react  with  latex  and  may  offer 
the  first  clue  of  latex  sensitivity.  This  list  is 
rapidly  increasing  but  currently  includes 
banana,  kiwi,  avocado,  chestnut  and  papaya.8 

At  risk  individuals  with  symptoms  sugges- 
tive of  latex  allergy  should  be  tested  so  a 
definitive  diagnosis  can  be  made.  Current 
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methodology  for  testing  is  somewhat  limited. 
The  FDA  has  recently  approved  a latex-spe- 
cific RAST  to  identify  IgE  in  the  patient’s 
serum.  RAST  testing  is  limited,  however,  in 
that  most  IgE  is  tissue  bound  to  cutaneous 
mast  cells  and  present  in  the  serum  at  very 
low  concentrations  if  at  all.  The  serum  con- 
centration may  be  affected  by  many  factors  in 
unknown  ways.  A positive  test  result  is  very 
useful;  however,  a negative  result  may  miss  a 
person  at  risk.  There  are  currently  no  com- 
mercially available  skin  test  reagents  but  they 
are  on  the  horizon.  Many  research  centers 
routinely  prepare  their  own  latex  extract  by 
eluting  the  latex  from  cut  pieces  of  gloves 
soaked  in  buffered  saline.  The  variability  of 
latex  antigens  from  manufacturer  to  manufac- 
turer and  even  from  lot  to  lot  and  the  inability 
to  standardize  these  products  makes  them  less 
than  optimal,  but  still  preferable  to  in  vitro 
RAST  testing.  Once  identified,  at  risk  indi- 
viduals can  be  counseled  on  latex  avoidance 
to  prevent  later  catastrophe. 

PREVENTION 

Desensitization  to  latex  is  not  currently  an 
option.  The  key  to  preventing  serious  reac- 
tions to  latex  is  avoidance.  Given  the  reliance 
on  latex  products  in  the  hospital  setting  and 
the  extensive  use  of  latex  products  in  our 
everyday  life,  this  is  an  enormous  task.  In 
some  instances,  alternative  materials  are  easi- 
ly obtained  and  substitution  is  no  problem.  In 
other  instances,  alternative  materials  probably 
need  not  be  found  as  the  latex  in  these  prod- 
ucts is  of  little  or  no  danger.  More  bother- 
some is  the  risk  of  exposure  to  latex  in  sensi- 
tive individuals  which  could  result  in  severe 
reactions.  This  includes  latex  applications  in 
the  hospital  setting.  Latex-free  gloves  are 
quickly  flooding  the  marketplace  although 
there  still  exists  a concern  over  adequate  bar- 
rier protection  from  viral  particles  and  some 
hospitals  balk  at  the  increased  cost  of  non- 
latex gloves.  Although  the  cost  of  these 
gloves  for  everyday  use  is  slightly  more  than 
currently  available  latex  gloves,  they  appear 
to  be  safer  for  unsensitized  workers.  In  the 


long  run  it  will  prove  to  be  cheaper  for  the 
hospitals  if  they  can  curtail  the  incidence  of 
latex-related  disability  claims,  especially  if 
the  prevalence  of  latex-induced  asthma 
approaches  the  two  to  five  percent  estimates.6 
Latex-sensitive  individuals  must  not  only 
avoid  contact  with  latex  gloves  but  must  also 
avoid  aerosolized  latex  particles,  which  are 
common  especially  where  powdered  gloves 
are  used.  If  the  use  of  latex  gloves  is  not  cur- 
tailed, the  number  of  affected  workers  who 
will  be  forced  from  work  will  continue  to 
increase. 

Patients  who  are  latex-allergic  are  at  risk 
from  not  only  gloves  but  from  parenterally 
administered  latex  or  through  exposure  in  the 
operating  room.  The  American  Academy  of 
Allergy,  Asthma  and  Immunology  has  recent- 
ly released  a committee  report  from  the  Task 
Force  on  allergic  reactions  to  latex''  which  is 
summarized  in  Table  1.  In  it  they  address  the 
importance  of  identifying  patients  at  risk  and 
treating  them  in  the  safest  possible  manner. 
This  includes  latex-free  environments  for  all 
patients  in  high  risk  groups  as  well  as  for 
those  with  a history  of  reactions  or  positive 
skin  or  RAST  tests,  regardless  of  risk  group 
status.  Solving  this  problem  has  not  been  easy 


TABLE  1 

RECOMMENDATIONS  FROM 
THE  AAAAI 

1 . Identification  of  individuals  at  high  risk. 

2.  All  high  risk  individuals  should  be 
offered  testing. 

3.  Procedures  on  all  patients  with  spina  bifi- 
da (and  possibly  other  patients  in  high 
risk  groups)  should  be  performed  in 
latex-free  environments. 

4.  All  procedures  on  patients  with  a history 
of  reaction  to  latex  or  positive  latex  test- 
ing should  be  performed  in  a latex-free 
environment. 

5.  Latex-allergic  individuals  should  obtain 
Medic-Alert1^  bracelets  and  carry 
injectable  epinephrine. 
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as  some  operating  room  personnel  have  found 
suhstit ute  gloves  unacceptable.  The  American 
College  of  Allergy,  Asthma  and  Immunology 
is  currently  urging  required  labeling  of  prod- 
ucts which  contain  latex.  “Safe”  areas  of  the 
hospital  where  no  latex  products  are  used  are 
being  encouraged.  Many  larger  university 
hospitals  are  maintaining  latex-free  operating 
rooms  and  smaller  hospitals  are  addressing 
the  issue  with  implementation  of  resources 
such  as  latex-free  crash  carts.  Equally  impor- 
tant is  the  identification  of  consumer  products 
which  contain  latex. 

Sensitized  individuals  should  be  encour- 
aged to  avoid  all  potential  exposures  to  latex. 
They  should  wear  Medic-Alert®  bracelets  or 
similar  type  identification  and  be  prepared 
with  an  injectable  source  of  epinephrine  for 
potential  emergencies. 

SUMMARY 

Concomitant  with  the  increase  in  latex  glove 
use  in  the  mid  1980s,  the  spectrum  and  severi- 
ty of  latex-associated  allergic  reactions  has 
become  well  recognized  and  the  number  of 
affected  individuals  has  mushroomed.  Reac- 
tions range  from  annoying  rashes  to  life- 
threatening  anaphylaxis  but  are  none-the-less 
unpredictable.  More  and  more  workers  are 
affected  and  claiming  100  percent  disability 
and,  while  I am  unaware  of  any  cost  analysis 


of  this  issue,  with  five  percent  of  the  health 
care  field  at  risk,  the  costs  will  be  staggering. 
Latex  sources  must  be  clearly  identified  and 
eliminated  if  possible.  Similarly,  at  risk  indi- 
viduals must  be  identified,  advised  on  preven- 
tion and  be  prepared  for  possible  exposure.  □ 
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JULY 


Monday — Saturday  July  1-6, 1996 

Myrtle  Beach,  SC,  Radisson  Resort/Kingston 
Plantation 

Mid-Summer  Family  Practice  Digest 
SPONSOR:  SC  Academy  of  Family  Physicians 
CONTACT:  M.  Mollie  Rasor;  (919)  781-6467 
, CME  CREDITS:  40.25  A AFP  Prescribed  Hours 

Monday — Wednesday  July  8-10, 1996 

Sea  Island,  GA 
16th  Annual  Clinical  Obstetrics 
SPONSOR:  School  of  Medicine,  Medical  College  of  GA 
CONTACT:  Katrinka  Akeson;  (706)  721-3967  or 
1-800-221-6437 

CME  CREDITS:  16  Hours,  AMA  Category  1,  16 
Cognates  ACOG 

Wednesday — Saturday  July  10-13, 1996 

Hilton  Head  Island,  SC,  Sea  Pines  Resort,  Confer- 
ence Center 

Internal  Medicine  Update 
SPONSOR:  SC  Academy  of  Family  Physicians 
CONTACT:  George  M.  Converse, MD;  (205)  783-5276 
CME  CREDITS:  17.25  A AFP  Prescribed  Hours 

Thursday — Saturday  July  11-13, 1996 

Sea  Island,  GA 

10th  Annual  Update  in  Gynecology 
SPONSOR:  School  of  Medicine,  Medical  College  of  G A 
CONTACT:  Katrinka  Akeson;  (706)  721-3967  or 
1-800-221-6437 

CME  CREDITS:  16  Hours,  AMA  Category  1,16 
Cognates  ACOG 


Monday — Wednesday  July  22-24, 1996 

Sea  Island,  GA,  The  Cloister 
Cancer  Strategies  for  the  Practicing  Physician 
SPONSOR:  Southern  Medical  Association 
PROGRAM  FEE:  $295  SMA  physicians;  $420  All 
other  physicians;  $200  Non-physicians 

Monday — Thursday  July  22-25, 1996 

Kiawah  Island,  SC,Kiawah  Island  Resort 
7th  Annual  Focus  on  the  Female  Patient 

SPONSOR:  SC  Academy  of  Family  Physicians 
CONTACT:  Michelle  Williamson;  1-800-  423-4992 
CME  CREDITS:  18  A AFP  Prescribed  Hours 

Monday — Thursday  July  22-25, 1996 

St.  Simons  Island,  GA 
19th  Annual  Pediatric  Update 
SPONSOR:  School  of  Medicine,  Medical  College  of  GA 
CONTACT:  Katrinka  Akeson;  (706)  721-3967  or 
1-800-221-6437 

CME  CREDITS:  14  Hours,  AMA  Category  1 

Wednesday  July  24, 1996 

Columbia,  SC,  SC  State  Hospital/Westbury 
Conference  Room 
Clinical  Pathology  Conference 
SPONSOR:  Psychiatric  Rehabilitation  Division  - SCDMH 
BRIEF  DESCRIPTION:  Pathological  conference 
with  topic  being  selected  from  a needs  assessment 
TYPE  OF  AUDIENCE:  Physicians 
CONTACT:  Katy  Jowers;  (803)  734-6536 
PROGRAM  FEE:  None 

FACULTY:  Pathologists  from  Richland  Memorial 
Hospital 

CME  CREDITS:  1 Hour,  AMA  Category  1 


Thursday — Sunday  July  25-28, 1996 

Sea  Island,  GA,  The  Cloister 
5 th  Annual  General  Surgery  Update 
SPONSOR:  Southern  Medical  Association 
PROGRAM  FEE:  $475  SMA  physicians;  $600  All 
other  physicians;  $300  Non-physicians 

Friday — Sunday  July  26-28, 1996 

Kiawah  Island,  SC,  Kiawah  Island  Resort 
4th  Annual  Primary  Care  Update-What’s  New  in 
Dermatology 

SPONSOR:  SC  Academy  of  Family  Physicians 
CONTACT:  Michelle  Williamson;  1-800-423-4992 
CME  CREDITS:  16  AAFP  Prescribed  Hours 

Monday — Thursday  July  29-Aug.  1, 1996 

Sea  Island,  GA,  The  Cloister 
Cancer  Strategies  for  the  Practicing  Physician 
SPONSOR:  Southern  Medical  Association 
PROGRAM  FEE:  $450  SMA  physicians;  $575  All 
other  physicians;  $300  Non-physicians 


AUGUST 


Thursday — Sunday  August  1-4, 1996 

Myrtle  Beach,  SC,  Litchfield  Resort 
Primary  Care  ‘96 

SPONSOR:  SC  Academy  of  Family  Physicians 
CONTACT:  Nan  Major;  (800)  423-4502 
CME  CREDITS:  16.25  AAFP  Prescribed  Hours 

Friday  August  2, 1996 

Charleston,  SC,  MUSC  Digestive  Diseases  Center 
Endoscopic  Ultrasound  Tutorial 
SPONSOR:  MUSC 

BRIEF  DESCRIPTION:  To  familiarize  attendees  with 
the  endoscopic  ultrasound  procedure  in  terms  of 
how  it  is  performed  and  how  the  images  are  inter- 
preted. 

TYPE  OF  AUDIENCE:  Gastroenterologists 
CONTACT:  Tracy  Hackett;  (803)  792-6864 
PROGRAM  FEE:  $500 
FACULTY:  MUSC  faculty 
CME  CREDITS:  12  Hours,  AM  A Category  1 

Friday — Sunday  August  2-4, 1996 

Sea  Island,  GA,  The  Cloister 

Pain  Management  in  the  Office  Setting 


SPONSOR:  Southern  Medical  Association 
PROGRAM  FEE:  $295  SMA  physicians;  $420  All 
other  physicians;  $200  Non-physicians 

Monday — Friday  August  5-9, 1996 

Columbia,  SC,  Richland  Memorial  Hospital 
Primary  Training  in  Hyperbaric  Medicine 
SPONSOR:  USC  School  of  Medicine 
BRIEF  DESCRIPTION:  A comprehensive  introduc- 
tion to  the  role  of  hyperbaric  medicine  in  current 
medical  practice. 

TYPE  OF  AUDIENCE:  Physicians,  respiratory  thera- 
pists, technologists,  and  nurses  involved  in  hyper- 
baric oxygen 

CONTACT:  Susan  Pearson;  (803)  434-421 1 
PROGRAM  FEE:  $650;  $500;  $375 
FACULTY:  USC  School  of  Medicine  and  RMH  staff 
CME  CREDITS:  40  Hours,  AMA  Category  1;  40 
AAFP  Prescribed  Hours 

Thursday — Saturday  August  8-10, 1996 

Sea  Island,  GA 

Neurology  for  the  Non-Neurologist 
SPONSOR:  School  of  Medicine,  Medical  College  of  GA 
CONTACT:  Katrinka  Akeson;  (706)  721-3967  or 
1-800-221-6437 

CME  CREDITS:  15  Hours,  AMA  Category  1 

Thursday — Sunday  August  8-11, 1996 

Myrtle  Beach,  SC,  Radisson  Resort 
SC  Chapter,  American  Academy  of  Pediatrics 
Annual  Meeting 

SPONSOR:  McLeod  Regional  Medical  Center 
CONTACT:  Debbie  Shealy;  (803)  798-6207,  ext.  223 

Sunday — Friday  August  11-16, 1996 

Sea  Island,  GA 

18th  Annual  Critical  Care  Medicine 
SPONSOR:  School  of  Medicine,  Medical  College  of  GA 
CONTACT:  Katrinka  Akeson;  (706)  721-3967  or 
1-800-221-6437 

CME  CREDITS:  22  Hours,  AMA  Category  1 

Friday — Tuesday  August  16-20, 1996 

Sea  Island,  GA 
Sleep  Disorders 

SPONSOR:  School  of  Medicine,  Medical  College  of  GA 
CONTACT:  Katrinka  Akeson;  (706)  721-3967  or 
1-800-221-6437 

CME  CREDITS:  25  Hours,  AMA  Category  1 


Friday — Sunday  August  23-25, 1996 

Hilton  Head  Island,  SC,  Crowne  Plaza  Resort 
SC  Society  of  Anesthesiologists/Georgia  Society  of 
Anesthesiologists  Joint  Meeting 
SPONSOR:  Roper  Hospital 
TYPE  OF  AUDIENCE:  Anesthesiologists 
CONTACT:  Tara  Smith;  (803)  798-6207,  ext.  242 
PROGRAM  FEE:  $ 100-members;  $200-nonmem- 
bers;No  charge  for  residents 
CME  CREDITS:  8 Hours,  AM  A Category  1 

Wednesday  August  28, 1996 

Columbia,  SC,  SC  State  Hospital/Westbury 
Conference  Room 
Clinical  Pathology  Conference 
SPONSOR:  Psychiatric  Rehabilitation  Division  - SCDMH 
BRIEF  DESCRIPTION:  Pathological  conference 
with  topic  being  selected  from  a needs  assessment 
TYPE  OF  AUDIENCE:  Physicians 
CONTACT:  Katy  lowers;  (803)  734-6536 
PROGRAM  FEE:  None 

FACULTY:  Pathologists  from  Richland  Memorial 
Hospital 

CME  CREDITS:  1 Hour,  AM  A Category  1 

Friday — Sunday  Aug.  30-Sept.  1, 1996 

Hilton  Head  Island,  SC,  Hyatt  Regency 
Pediatric  Trends 

SPONSOR:  SC  Academy  of  Family  Physicians 
CONTACT:  Meeting  & Travel  Services;  (847)  228- 
5005,  ext.  7657 

CME  CREDITS:  15  A AFP  Prescribed  Hours 


SEPTEMBER 


Friday — Sunday  September  6-8, 1996 

Asheville,  NC,  Grove  Park  Inn 
SC  Society  of  Pathologists  Annual  Meeting 
SPONSOR:TBA 

CONTACT:  Debbie  Shealy;  (803)  798-6207,  ext.  223 

Wednesday — Friday  September  11-13, 1996 

Augusta,  GA 

20th  Annual  Neonatology --The  Sick  Newborn 
SPONSOR:  School  of  Medicine,  Medical  College  of  GA 
CONTACT:  Katrinka  Akeson;  (706)  721-3967  or 
1-800-221-6437 

CME  CREDITS:  16  Hours,  AM  A Category  1 


Friday — Sunday  September  13-15, 19% 

Hilton  Head  Island,  SC, Hilton  Resort 
Update  on  Renal  and  Pancreas  Transplantation 
SPONSOR:  MUSC 

BRIEF  DESCRIPTION:  To  update  attendees  on  new 
/developments  in  the  areas  of  renal  and  pancreas  trans- 
plantation. 

TYPE  OF  AUDIENCE:  Internists,  nephrologists  and 
surgeons 

CONTACT:  Odessa  Ussery;  (803)  792-4071 

PROGRAM  FEE:  TBA 

FACULTY:  Guest  and  MUSC  faculty 

CME  CREDITS:  TBA  Hours,  AM  A Category  1 

Monday — Friday  September  16-20, 19% 

Columbia,  SC,  Richland  Memorial  Hospital 
Primary  Training  in  Hyperbaric  Medicine 
SPONSOR:  USC  School  of  Medicine 
BRIEF  DESCRIPTION:  A comprehensive  introduc- 
tion to  the  role  of  hyperbaric  medicine  in  current 
medical  practice. 

TYPE  OF  AUDIENCE:  Physicians,  respiratory  thera- 
pists, technologists,  and  nurses  involved  in  hyper- 
baric oxygen 

CONTACT:  Susan  Pearson;  (803)  434-4211 
PROGRAM  FEE:  $650;  $500;  $375 
FACULTY:  USC  School  of  Medicine  and  RMH  staff 
CME  CREDITS:  40  Hours,  AM  A Category  1;  40 
AAFP  Prescribed  Hours 

Friday  September  20, 1996 

Charleston,  SC,  MUSC  Digestive  Diseases  Center 
Endoscopic  Ultrasound  Tutorial 
SPONSOR:  MUSC 

BRIEF  DESCRIPTION:  To  familiarize  attendees  with 
the  endoscopic  ultrasound  procedure  in  terms  of 
how  it  is  performed  and  how  the  images  are  inter- 
preted. 

TYPE  OF  AUDIENCE:  Gastroenterologists 
CONTACT:  Tracy  Hacked;  (803)  792-6864 
PROGRAM  FEE:  $500 
FACULTY:  MUSC  faculty 
CME  CREDITS:  12  Hours,  AM  A Category  1 

Tuesday — Saturday  September  24-28, 19% 

Charleston,  SC,  Sheraton  Hotel 
Intensive  Review  in  Emergency  Medicine 
SPONSOR:  MUSC 

BRIEF  DESCRIPTION:  Intensive  review  of  all  areas 
of  emergency  medicine. 

TYPE  OF  AUDIENCE:  Emergency  & family  physicians 


CONTACT:  Odessa  Ussery;  (803)  792-4071 
PROGRAM  FEE:  $695  for  practicing  physicians; 

$350  for  residents/fellows 
FACULTY:  Guest  and  MUSC  faculty 
CME  CREDITS:  42  Hours,  AM  A Category  1 

Wednesday  September  25, 1996 

Columbia,  SC,  SC  State  Hospital/Westbury 
Conference  Room 
Clinical  Pathology  Conference 
SPONSOR:  Psychiatric  Rehabilitation  Division  - SCDMH 
BRIEF  DESCRIPTION:  Pathological  conference 
with  topic  being  selected  from  a needs  assessment. 
TYPE  OF  AUDIENCE:  Physicians 
CONTACT:  Katy  Jowers;  (803)  734-6536 
PROGRAM  FEE:  None 

FACULTY:  Pathologists  from  Richland  Memorial  Hospital 
CME  CREDITS:  1 Hour,  AM  A Category  1 

Thursday — Friday  September  26-27, 1996 

Charleston,  SC,  Mills  House  Hotel 
Diabetes  Conference 
SPONSOR:  MUSC 

BRIEF  DESCRIPTION:  Update  in  the  treatment  and 
management  of  diabetes. 

TYPE  OF  AUDIENCE:  Primary  care  physicians 
CONTACT:  Pam  Arnold;  (803)  792-9650 


PROGRAM  FEE:  TBA 
FACULTY:  Guest  and  MUSC  faculty 
CME  CREDITS:  TBA  Hours,  AMA  Category  1; 
TBA  AAFP  Prescribed  Hours 

Thursday — Saturday  September  26-28, 1996 

Kiawah  Island,  SC,  Kiawah  Island  Resort 
SC  Orthopaedic  Association 
SPONSOR:  McLeod  Regional  Medical  Center 
TYPE  OF  AUDIENCE:  Orthopaedists 
CONTACT:  Tara  Smith;  (803)  798-6207,  ext.  242 
PROGRAM  FEE:  $ 150-members;  $200-nonmem- 
bers;  $50-residents 

CME  CREDITS:  9 Hours,  AMA  Category  1 

Friday — Saturday  September  27-28, 19% 

Clemson,  SC,  Madren  Center 
MUSC/Clemson  CME  Conference 
SPONSOR:  MUSC 

BRIEF  DESCRIPTION:  Update  in  primary  care. 
TYPE  OF  AUDIENCE:  Primary  care  physicians 
CONTACT:  Odessa  Ussery;  (803)  792-4071 
PROGRAM  FEE:  TBA 
FACULTY:  Guest  and  MUSC  faculty 
CME  CREDITS:  TBA  Hours,  AMA  Category  1; 
TBA  AAFP  Prescribed  Hours 
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EUTHANASIA:  A PERSONAL  PERSPECTIVE* 


ROBERT  B.  SALTER.  O.  C.,  M.  D„  M.  S„  F.  R.  C.  S.  C.** 


As  a scientist  I see  no  conflict  between  reli- 
gion and  science,  because  there  are  some  fun- 
damental aspects  of  life,  such  as  religion  and 
love,  that  can  be  neither  proven  nor  disproven 
by  the  scientific  method. 

While  1 am  a Christian,  I also  believe  in  the 
ecumenical  concept  of  concentrating  on  the 
similarities  among  the  major  religions  of  the 
world  rather  than  emphasizing  their  differ- 
ences. 

The  second  premise,  which  is  closely  relat- 
ed to  the  first,  is  my  profound  respect  for  the 
sanctity  of  human  life. 

The  third  premise  is,  that  I believe  that 
medical  doctors  along  with  scientists, 
philosophers,  ethicists,  theologians,  judges, 
and  other  well-informed  members  of  society 
have  an  obligation  to  play  a leadership  role  in 
the  ethical  affairs  of  mankind. 

I will  now  discuss  some  of  the  many  aspects 
of  the  contentious  subject  of  euthanasia. 

Although  some  forms  of  euthanasia  have 
undoubtedly  been  practiced  for  many  cen- 
turies, it  is  only  during  the  past  few  decades 
that  the  broad  subject  of  euthanasia  has  creat- 
ed a dramatically  increasing  interest  among 
the  aforementioned  professionals  and  also 
among  lay  persons  of  the  general  public. 

In  Canada,  this  increased  interest  is  due,  in 
part,  to  court  decisions  that  give  an  individual 
the  right  to  refuse  life-sustaining  treatment, 
the  debate  in  Parliament  of  two  private  mem- 
ber’s bills  concerning  euthanasia  and  assisted 
suicide  and  a Supreme  Court  split  decision 
denying  a patient  - the  late  Sue  Rodriguez  - 
the  legal  right  to  assisted  suicide.  In  addition, 
various  polls  of  professionals  and  also  of  the 
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laity  indicate  that  an  increasing  number  of 
Canadians  would  support  either  euthanasia  or 
physician-assisted  suicide,  or  both.  The 
remarkable  tolerance  of  euthanasia  in  the 
Netherlands  has  also  contributed  to  this 
increased  interest. 

WHAT  IS  EUTHANASIA? 

The  word  euthanasia  comes  from  the  Greek 
“eu”  meaning  well,  good  or  easy  and 
“thanatos”  meaning  death.  Thus,  the  original 
meaning  of  euthanasia  is  an  easy  or  comfort- 
able death,  a concept  which  all  members  of 
the  medical  profession  and  the  laity  alike  can 
readily  embrace.  During  the  19th  Century 
however,  the  word  euthanasia  came  to  be 
used  by  some  persons  as  meaning  “the  delib- 
erate action  of  inducing  comfortable  death” 
or  “putting  a person  to  death  painlessly”  - a 
very  different  matter  indeed. 

The  terminology  relevant  to  euthanasia  is 
somewhat  confusing.  However,  as  Voltaire 
has  stated,  “If  you  wish  to  converse  with  me, 
first  define  your  terms.”  For  the  purpose  of 
this  address,  the  following  definitions  are 
offered  in  an  attempt  to  explain  just  what 
euthanasia  is  and  what  it  is  not. 

Active  euthanasia  is  a positive  act  of  com- 
mission by  a physician  (or  another  agent) 
usually  by  means  of  a lethal  injection,  with 
the  intent  to  terminate  the  patient's  life,  that 
is,  “to  kill  the  patient.”  It  is  illegal  in  Canada 
as  well  as  in  all  other  countries  - including 
the  Netherlands. 

Passive  euthanasia  is  an  act  of  omission, 
such  as  the  withholding  or  withdrawal  of 
treatment  that  is  deemed  futile,  i.e.  “to  let  the 
patient  die”  (of  the  underlying  disease  or 
injury).  Some  ethicists  consider  that  this  is 
not  really  euthanasia  but  rather,  it  is  a sepa- 
rate issue. 

Voluntary  euthanasia  implies  that  the 
patient,  who  is  both  mentally  competent  and 


June  1996 


275 


EUTHANASIA 


fully  informed  and  who  has  an  incurable  ill- 
ness, has  voluntarily  requested  that  his  or  her 
life  be  terminated;  the  physician  (or  another 
agent)  who  is  familiar  with  the  responsible 
condition  and  the  patient’s  stated  desire  to 
die,  commits  an  act  with  the  primary  inten- 
tion of  ending  the  life  of  that  patient. 

Non-voluntary  euthanasia  implies  that  the 
patient  has  never  requested  euthanasia  and 
also  that  near  the  end  of  life  the  patient  can- 
not consent  to  it  because  of  mental  incompe- 
tence. Proxy-decision  makers,  including  those 
with  power  of  attorney,  may  request  that  the 
patient’s  life  be  ended  by  active  euthanasia  in 
the  belief  that  this  is  in  the  patient’s  best 
interests. 

Involuntary  euthanasia  is  a contradiction  of 
terms,  an  oxymoron,  because  it  refers  to  a 
patient’s  life  being  ended  by  active  euthanasia 
either  by  a physician  or  by  another  agent 
against  that  patient's  wishes.  This  is  clearly 
culpable  homicide,  that  is,  murder. 

Beginning  in  1920  in  Germany,  the  concept 
of  euthanasia  was  broadened  to  a terrifying 
degree  by  psychiatrists  and  jurists  alike  to 
include  the  destruction  of  life  “devoid  of 
value.”  At  first  it  was  psychiatric  patients, 
mostly  nonvoluntary  severely  retarded  per- 
sons, who  were  selected  to  be  killed  on  the 
simple  basis  of  their  uselessness  to  society. 
The  practice  of  so-called  “mercy  killing,” 
which  should  really  be  called  “merciless” 
killing,  was  soon  extended  to  the  involuntary 
elderly,  the  physically  handicapped,  the 
chronically  ill  in  short  anyone  who,  for  what- 
ever reason,  was  considered  to  be  a non-pro- 
ductive member  of  society.  The  ultimate  out- 
come of  this  programme  of  euthanasia  was 
the  mass  murder  of  6,000.000  Jews  during 
the  Holocaust  for  the  diabolical  purpose  of 
genocide. 

Physician-assisted  suicide  refers  to  the  pro- 
vision by  a physician  of  either  advice  or  the 
actual  means  for  a patient  to  commit  suicide 
himself  or  herself.  While  suicide  is  no  longer 
illegal  in  Canada,  assisted  suicide  (assisted  by 
any  person),  like  active  euthanasia,  is  illegal. 
Dr.  Kevorkian,  the  American  “death  doctor,” 


after  assisting  some  20  patients  to  commit 
suicide,  has  recently  been  released  from  jail 
on  his  promise  that  he  will  henceforth  desist 
from  physician-assisted  suicide  although  he 
will  continue  to  promote  its  legalization. 

WHAT  IS  NOT  EUTHANASIA? 

In  the  care  of  the  dying  there  are  three  forms 
of  patient  management  that  are  not  euthanasia. 

First.  Relieving  Pain  by  Large  Doses  of 
Narcotics.  If  the  compassionate  purpose,  or 
intent,  of  administering  appropriately  large 
doses  of  narcotic  to  a terminally  ill  patient  is 
the  relief  of  pain  or  other  forms  of  suffering, 
and  yet  the  medication  may  shorten  the  pro- 
cess of  that  patient’s  death,  this  should  be 
considered  good  palliative  patient  care,  or 
what  I would  call  “merciful  care”  as  opposed 
to  “mercy  killing”  or  euthanasia.  The  intent  is 
to  kill  the  patient’s  pain,  not  to  kill  the 
patient. 

Second.  Withholding  or  Withdrawal  of 
Treatment.  When  a given  form  of  life  support 
treatment  is  considered  initially  to  be  inap- 
propriate it  may  be  withheld  and  if  such  treat- 
ment has  been  initiated,  but  proves  subse- 
quently to  be  futile,  it  may  be  withdrawn. 

The  withholding,  or  withdrawal  of  treat- 
ment that  is  deemed  futile  and  therefore, 
inappropriate,  that  is,  “to  let  the  patient  die 
from  the  underlying  condition”  is  considered 
by  some  to  be  passive  euthanasia  but  as  men- 
tioned earlier,  others,  including  a number  of 
eminent  ethicists,  feel  that  this  is  a separate 
issue,  albeit  one  that  needs  to  be  addressed.  It 
is  certainly  very  different  from  active 
euthanasia. 

Third.  Palliative  Care.  This  is  the  most 
humane  system  for  meeting  the  many  psycho- 
logical and  physical  needs  of  the  dying.  It 
enables  a terminally  ill  patient,  under  the 
influence  of  a combination  of  analgesic  and 
anti-depressive  drugs,  to  remain  as  mentally 
alert,  as  psychologically  serene,  and  as  physi- 
cally comfortable  as  possible  to  the  natural 
end  of  his  or  her  life  in  the  true  spirit  of  a 
“good"  or  “easy”  death.  This  is  not  to  be  con- 
sidered a form  of  euthanasia,  either  active  or 
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passive.  Indeed,  good  palliative  care  is  an 
ideal  alternative  to  either  active  euthanasia  or 
physician-assisted  suicide. 

The  dying  person  deserves  to  be  offered  a 
loving  lifeline  rather  than  a deadly  noose  and 
also  to  be  offered  a sense  of  well  being,  that 
is  euphoria,  rather  than  euthanasia. 

Having  had  the  privilege  of  visiting  St. 
Christopher’s  Hospice  in  London,  England  in 
1973,  I am  most  impressed  by  the  true  com- 
passion toward  patients  displayed  by  Dr. 
Cecily  Saunders,  the  originator  of  modern 
palliative  care,  and  her  staff.  The  patients’ 
response  to  a combination  of  compassion  and 
appropriate  analgesic  drugs  is  heart-warming 
and  at  the  end  they  die  peacefully  and  com- 
fortably with  their  relatives  by  their  side;  they 
thus  experience  what  might  be  called  a truly 
natural  death  as  opposed  to  an  unnatural  or 
artificial  death. 

WHAT  ARE  THE  OFFICIAL  POSI- 
TIONS OF  NATIONAL  MEDICAL 
ASSOCIATIONS? 

The  ethical  issue  of  whether  active  euthanasia 
and  physician-assisted  suicide  are  right  or 
wrong  has  been  made  even  more  complex  by 
the  more  recently  superimposed  legal  issue  of 
whether  or  not  they  should  be  legalized. 

Although  the  Canadian  Medical  Associa- 
tion has,  as  yet,  declined  to  make  an  official 
statement  concerning  the  legalization  of 
euthanasia  and  physician-assisted  suicide,  it 
is  likely  to  do  so  this  year. 

The  British,  the  American,  and  the  World 
Medical  Associations  have  all  expressed  firm 
opposition  to  the  legalization  of  euthanasia. 

By  contrast,  in  the  Netherlands,  the  Royal 
Dutch  Medical  Association  has  condoned, 
and  indeed  encouraged  euthanasia  for  over 
two  decades  even  though  euthanasia  has  still 
not  been  legalized  by  the  Dutch  courts.  Dur- 
ing this  period,  euthanasia  has  been  practiced 
widely  but  the  involved  physicians  have  not 
been  prosecuted  provided  they  obeyed  sever- 
al guidelines  - including  notification  of  the 
coroner  after  the  act  of  euthanasia.  In  1990 
the  Remmelink  Commission  estimated  that 


there  were  approximately  2,400  reported 
cases  of  euthanasia  and  400  reported  cases  of 
physician-assisted  suicide  in  the  Netherlands 
per  year. 

THERE  ARE  ONLY  TWO  SIDES  OF 
THE  CONTROVERSY  CONCERNING 
EUTHANASIA 

It  is  not  surprising  that  a subject  as  important 
and  yet,  as  emotionally-charged,  as  euthana- 
sia has  become  so  controversial  with  strong 
views  held  on  both  sides  of  the  controversy. 

The  public  in  general,  and  terminally  ill 
patients  in  particular,  may  favour  euthanasia 
for  one  or  more  of  the  following  reasons: 

1.  Fear  of  unbearable  pain  and  suffering  and 
fear  of  indignity  of  a dehumanizing  vege- 
tative state.  These  fears  of  course,  are 
greatly  diminished  by  exemplary  pallia- 
tive care  in  a hospice-type  setting. 

2.  Guilty  feelings  about  being  a burden  to 
others. 

3.  An  attitude  of  increasing  personal  autono- 
my that  gives  patients  the  legal  right  to 
refuse  life-supporting  treatment,  either  at 
the  time  of  terminal  illness  or  earlier 
through  advance  directions,  or  “living 
wills.” 

The  members  of  the  general  public  who  are 
opposed  to  euthanasia,  and  especially  its 
legalization,  are  concerned  that  what  is  now 
voluntary  euthanasia,  may  eventually  become 
nonvoluntary  and  even  involuntary  euthana- 
sia (as  it  has  in  the  Netherlands). 

Physicians  who  favour  voluntary  active 
euthanasia  and  its  legalization  do  so  for  one 
or  both  of  the  following  two  reasons: 

1.  Respect  for  the  patient’s  perceived  right 
to  personal  autonomy,  or  self-determina- 
tion, that  extends  to  a request  for  active 
euthanasia.  However,  patients  who  make 
such  a request  should  at  least  be  informed 
of  the  alternatives,  such  as  palliative  care. 

2.  Well-motivated  compassion  of  the  physi- 
cian for  a terminally  ill  patient  who  is 
experiencing  progressively  unbearable 
pain  and  the  physician's  sincere  desire  to 
provide  absolute  relief  of  such  pain  for 
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that  patient.  Such  compassion  and  desire  to 
relieve  the  dying  patient’s  pain  and  suffering 
are,  of  course,  shared  by  those  physicians 
who  are  opposed  to  euthanasia  and  its  legal- 
ization but  who  prefer  the  option  of  exem- 
plary and  highly  effective  palliative  care. 

Physicians,  ethicists  and  theologians  who 
arc  opposed  to  euthanasia  and  its  legalization, 
base  their  opposition  on  one  or  more  of  (he 
following  concepts: 

1.  The  sanctity  of  human  life  in  keeping 
with  the  Judaeo-Christian  ethic. 

2.  Diminution  of  the  position  of  trust  of  the 
physician  as  a healer  and  a provider  of 
relief  of  physical  and  mental  suffering. 
One  can  imagine  the  effect  on  the  doctor- 
patient  relationship  when  the  patient 
would  never  be  certain  whether  the  physi- 
cian was  making  a visit  to  the  bedside  to 
comfort  or  to  kill. 

3.  The  following  predictable  consequences 
of  legalized  euthanasia  and  physician- 
assisted  suicide  that  are  awesomely  dis- 
turbing: (i.)  a decreasing  reverence  for  the 
value  of  human  life,  (ii.)  the  potential 
abuses  of  legalized  voluntary  euthanasia 
such  as  a gradual  extension  to  nonvolun- 
tary and  even  involuntary  euthanasia 
motivated  either  by  physieians  or  lay  poli- 
cy makers  (as  has  already  happened  in  the 
Netherlands).  Even  with  purely  voluntary 
euthanasia  there  is  the  potential  for  abuse 
such  as  the  emotional  pressure  applied  by 
relatives,  or  others,  on  the  elderly,  the 
chronically  ill  and  the  permanently  dis- 
abled to  request  euthanasia  that  would 
then  be  construed  as  “voluntary"  euthana- 
sia. Indeed,  such  persons  might  be  made 
to  feel  guilty  if  they  do  not  give  in  to  the 
pressure  of  such  suggestions. 

WHAT  IS  MY  POSITION  CONCERN- 
ING EUTHANASIA  AND  PHYSICIAN- 
ASSISTED  SUICIDE? 

Having  given  the  matter  of  the  care  of  the 
dying  much  serious  thought,  I have  come  to 
the  firm  conclusion  that  1 can  accept  with 
equanimity  the  following  two  practices  that 


some  other  persons  may  even  consider  to  be 
examples  of  passive  euthanasia  but  that  I do 
not  consider  to  be  so. 

1.  Relieving  pain  and  other  forms  of  suffer- 
ing by  administering  increasingly  larger 
doses  of  drugs  when  necessary  to  achieve 
that  therapeutic  goal. 

2.  Appropriate  withholding  or  withdrawal  of 
extraordinary  forms  of  treatment  that  are 
considered  to  be  medically  futile. 

In  addition,  I support  with  enthusiasm  the 
practice  of  palliative  care  in  a hospice  setting. 
Indeed,  I consider  exemplary  palliative  care 
to  be  the  ideal  alternative  to  active  euthanasia 
and  physician-assisted  suicide. 

I have  also  come  to  the  firm  - but  not  com- 
pletely rigid  - conclusion  that  I cannot  accept 
either  active  euthanasia  or  physician-assisted 
suicide,  even  when  they  are  voluntary.  Of 
course,  I am  even  more  strongly  opposed  to 
active  euthanasia  that  is  nonvoluntary  let  alone 
that  which  is  involuntary.  Consequently  I am 
also  opposed  to  the  legalization  of  both  active 
euthanasia  and  physician-assisted  suicide. 

I WILL  CONCLUDE  WITH  SOME  REC- 
OMMENDATIONS FOR  THE  FUTURE 

Those  of  us  who  most  strongly  oppose  the 
legalization  of  active  euthanasia  and  physi- 
cian-assisted suicide  should  also  accept  the 
challenge  of  offering  some  positive  recom- 
mendations concerning  viable  alternatives. 

The  recommendations  that  I wish  to  offer 
include  the  following: 

1 . More  research  directed  to  the  creation  of 
more  effective  drugs  to  relieve  severe 
pain  and  other  forms  of  suffering. 

2.  More  palliative  care  units  across  the 
country. 

3.  More  emphasis  on  the  teaching  of  rele- 
vant bioethics  by  trained  ethicists  to 
undergraduate  medical  students,  postgrad- 
uate residents  and  practising  physicians. 

4.  Increased  efforts  to  educate  the  general 
public  about  the  various  options  available 
to  the  dying. 

All  of  us  who  support  the  loving  and  com- 
passionate care  of  the  dying  must  contem- 
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plate  the  possible  legalization  of  active 
euthanasia  and  physician-assisted  suicide.  As 
we  do  so,  we  would  do  well  to  reflect  on  the 
wise  words  of  that  brilliant  philosopher  of 
science,  Sir  Julian  Huxley  who  wrote 
“change  must  come;  it  can,  in  balance  be 
good;  it  is  our  business  to  try  to  guide  it  and 
to  ensure  that  it  shall  not  be  merely  change, 
but  also  that  it  be  progress.” 

Finally,  compassionate  palliative  care  of  the 


dying  means  peaceful  and  comfortable  life 
until  the  end.  By  contrast,  active  euthanasia 
means  imposed  death  by  killing  before  the 
end  and  physician-assisted  suicide  means 
self-imposed  death  before  the  end.  Conse- 
quently, the  current  controversy  is  a matter  of 
life  and  death. 

May  we  all  have  the  courage  to  stand  and 
be  counted  in  favour  of  life!  □ 


' 
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JUST  THINKING 

What  is  the  hardest  task  in  the  world?  To  think. 

— Emerson 


Browsing  through  Bartlett’s  Familiar  Quo- 
tations, I came  across  the  following  attributed 
to  Robert  Louis  Stevenson:  “Do  you  know 
what  the  Governor  of  South  Carolina  said  to 
the  Governor  of  North  Carolina?  It’s  a long 
time  between  drinks,  observed  that  powerful 
thinker.”1  I bristled  at  yet  another  slur  on  the 
intelligence  of  Southerners  (in  general)  and  of 
South  Carolinians  (in  particular).  Why  should 
Stevenson — or  anyone  else  for  that  matter — 
single  out  the  Governor  of  South  Carolina? 
And  certainly  the  expression  “It’s  a long  time 
between  drinks”  is  intelligence-neutral.  On 
further  reflection,  I chose  to  be  charitable 
toward  Stevenson’s  unfortunate  remark,  to 
take  it  as  a more  generalized  comment  on 
how  few  of  us  really  think.  And  how  few  of 
us  think  well! 

The  Chicago  philosopher  Allan  Bloom,  in 
The  Closing  of  the  American  Mind , suggested 
that  a major  problem  of  our  society  is  that  we 
reward  performers,  not  thinkers.2  We  pay  bil- 
lions to  watch  basketball  players,  opera 
singers,  actors  and  actresses — really,  just 
about  anyone  who  performs  well.  We  respect 
those  who  think — columnists,  justices, 
humanities  professors,  and  the  like — but  we 
pay  them  relatively  poorly.  This  criticism  also 
resounds  within  medicine  and  is  reflected  by 
higher  reimbursement  rates  for  technical  skills 
than  for  cognitive  activities.  But  the  purpose 
of  this  editorial  is  not  to  lament  these  truisms; 
it’s  likely  that  most  societies  have,  at  least  in 
the  short  run,  paid  performers  better  than 
thinkers.  Rather,  the  purpose  is  to  suggest  that 
we  try  to  think  clearly  and  well  about  where 
medicine  is  going  and  what  we  can  do  about 
it,  and  that  we  must  think  collectively. 


We  are  prisoners  of  our  paradigms.  We  must 
think  hard  if  we  are  to  change  them.  Francis 
Bacon  ( 1561-1626),  who  often  receives  credit 
for  what  came  to  be  known  as  the  inductive 
method  of  reasoning,  suggested  that  the  main 
features  of  thinking  are  observing,  experi- 
menting, reasoning,  and  generalizing.  He 
added  the  caveats  that  we  must  control  our 
observations,  neutralize  bias,  and  exercise 
extreme  caution  in  making  conclusions. 
Bacon’s  reflections  encapsulate  what  we  now 
call  the  scientific  method,  but  they  transcend 
science.  What,  to  pose  a central  issue,  do  we 
mean  by  “the  profession  of  medicine?”  There 
is  nothing  unique  to  medicine  about  trying  to 
help  other  people  in  matters  relating  to  their 
health.  There  is  nothing  unique  to  medicine 
about  our  science,  which  increasingly  belongs 
to  biology  as  a whole.  It  seems  inevitable  that 
our  identity  as  a profession  will  be  a major 
21st  century  theme. 

The  educational  literature  contains  a great 
deal  of  debate  about  what  it  means  to  think 
critically.3  There  is  no  universally  agreed- 
upon  definition  of  critical  thinking.  However, 
we  can  recognize  it  when  it  occurs  by  fea- 
tures which  include  the  following: 

• Identifying  and  challenging  assumptions, 
including  awareness  of  the  contextual  basis 
of  our  assumptions. 

• Exploring  and  imagining  alternatives, 
including  a deliberate,  reflective  skepti- 
cism of  passed-down  dogma  and  “univer- 
sal truth. 

• Alternating  phases  of  action  and  analysis; 
we  do  what  we  are  trained  to  do  (act)  yet 
step  back  and  reflect  from  time  to  time  on 
why  we  act  (analyze). 
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• Challenging  assumptions,  generally  fol- 
lowing some  kind  of  trigger  event  that 
prompts  discomfort  of  perplexity. 

• Realizing  that  the  things  that  happen  to  us 
as  individuals — both  good  and  bad — near- 
ly always  reflect  wider  social  phenomena. 
Critical  thinking  cannot  be  taught  in  the 

classroom  setting,  nor  is  it  an  entirely  rational 
activity.  It  is  person-specific,  and  no  one 
method  for  fostering  critical  thinking  works 
for  everyone.  Yet  it  is  a necessary  activity, 
crucial  to  our  being  effective  at  what  we  do 
not  only  in  our  jobs  but  also  in  our  personal 
relationships  and  our  involvement  in  society. 

The  essence  of  critical  thinking  is  to  identi- 
fy and  challenge  assumptions,  then  to  imag- 
ine and  explore  alternatives.  To  think  critical- 
ly ourselves,  the  most  pressing  task  is  to 
reflect  on  a problem  and  then  test  new 
approaches  or  solutions.  To  encourage  critical 
thinking  in  others,  the  most  important  skill  is 
attentive  listening — again,  an  active,  energy- 
requiring  process.  Critical  thinking  carries 
risks.  It  requires  that  we  challenge  both  psy- 
chological and  cultural  assumptions.  Indeed 
we  must  weigh  the  risks  because  the  conse- 
quences of  critical  thinking  can  be  both  posi- 
tive and  negative.  Yet  not  to  think  critically 
also  incurs  risks;  namely,  someone  else  may 
think  for  us! 

In  medicine,  it  would  seem  to  me  that  criti- 
cal thinking  must  address  two  issues:  What 
do  we  do  as  physicians?  What  are  we  as 
physicians?  With  regard  to  the  former,  we 
would  like  to  think  that  we  are  in  excellent 
shape.  To  an  increasing  extent  our  collective 
literature  and  presumably  our  private 
thoughts  reflect  such  hard  questions  as  sensi- 
tivity, specificity,  positive  and  negative  pre- 
dictive values,  risk-benefit  ratios,  and  cost 
analyses.  But  again,  we  are  prisoners  of  our 
own  time.  How  will  future  generations  judge 
us?  The  late  Lewis  Thomas  once  made  a 
striking  statement:  “It  was  discovered,  some- 
time in  the  1830s,  that  the  greater  part  of 
medicine  was  nonsense.”4  What  will  future 
historians,  with  hindsight  steeped  in  technolo- 
gies that  we  have  not  even  conceived — say  of 
us?  I suspect  that  most  physicians  reflect  on  a 


daily  basis  (sometimes  almost  unconsciously, 
as  a way  of  life)  on  the  real  wisdom  of  what 
they  do.  Lester  S.  King,  the  distinguished  for- 
mer senior  editor  of  JAMA,  observed  that  “the 
modern  riot  of  technology  has  given  rise  to 
linguistic  usage  that  obscures  clear 
thinking.”5  Put  simply,  are  we  as  good  as  we 
think  we  are? 

But  our  major  tasks  as  a profession  include 
our  asking  who  we  are,  what  we  stand  for, 
and  what  is  best  not  only  for  ourselves  but 
also  for  society.  What  should  we  do  different- 
ly? How  should  we  do  it?  Whose  help  should 
we  enlist,  and  on  what  basis?  Unfortunately, 
the  isolated,  rugged  individualism  that  histor- 
ically characterizes  our  profession  can  be  a 
powerful  impediment  to  addressing  questions 
that  must  be  answered  collectively.  Fortunate- 
ly, an  increasing  volume  of  literature  exists 
on  various  methods  for  collective  thinking. 
These  include: 

• Brainstorming  (encouraging  participants  to 
think  of  as  many  ideas  as  they  can,  with  no 
criticism  aloud). 

• Envisioning  alternative  futures  (speculat- 
ing on  how  things  might  turn  out). 

• Developing  preferred  scenarios  (that  is, 
concrete  descriptions  of  what  we  desire  in 
the  future). 

• Imagining  alternatives  through  “ right 
brain"  esthetic  triggers  (such  as  poetry, 
fantasy,  drawing,  photography,  songwrit- 
ing, and  drama);  and 

• Futures  invention  (a  technique  involving 
the  questioning  of  the  validity  of  futures 
created  for  us  by  others).3 

The  latter  technique  would  seem  especially 
valuable  as  a collective  enterprise.  What 
should  be  our  specific  goals?  How  can  we 
measure  the  goals?  What  will  be  the  positive 
and  negative  effects  of  achieving  our  goals? 
How  might  the  goals  be  modified?  Using 
skilled  group  facilitators,  it  is  possible  to  con- 
struct scenarios  and  to  write  individual  and 
collective  futures  histories.  The  essence  of  all 
of  these  activities,  of  course,  is  that  collec- 
tively we  must  be  proactive  rather  than  reac- 
tive. We  must  remember  that— in  contrast  to 
the  law  and  the  ministry — there  is  nothing 
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about  medicine  that  ensures  its  survival  as  a 
profession  as  opposed  to  a mere  activity. 

The  gentle  but  discerning  reader  will  glean 
many  questions  but  no  clear  answers  from  the 
above  discussion.  We  must  think,  we  must 
think  about  what  it  means  to  think,  and  we 
must  do  our  thinking  collectively.  Let  us  not 
allow  future  historians  to  say  about  us  what 
Robert  Louis  Stevenson  said  about  the  Gov- 
ernor of  South  Carolina.  Even  if  it  has  been  a 
long  time  between  drinks! 

— CSB 
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Letters  to  tf;e  Editor 


To  the  Editor: 

I enjoyed  the  editorial,  “Managed  Caring  (!) 
(?),”  in  the  November  1995  issue  of  The 
Journal.  1 had  the  good  fortune  of  knowing 
the  late  Dr.  Swift  C.  Black  and  also  his  son, 
John,  when  he  was  a medical  student  and 
house  officer  at  MUSC.  1 know  young  John 
was  raised  right  because  he  showed  the 
imprint  of  his  mentor  before  he  learned  the 
book  facts.  I saw  John  at  a recent  CME  semi- 
nar and  I believe  he  has  integrated  his  Dad's 
practical  knowledge  with  the  new  science. 

As  for  managed  care,  it  certainly  threatens 
component  #3  modeled  by  the  late  Dr.  Black. 
1 remember  asking  Dr.  Robert  Blendon  at  an 
ACP  conference  in  the  early  1980s  the  ques- 
tion, “When  will  we  develop  some  health  care 
policy  for  the  uninsured  in  America?”  Dr. 
Blendon  stated  that  there  were  approximately 
15  million  uninsured  and  he  saw  no  real  hope 
for  any  sound  policy  since  they  had  no  con- 
stituency in  the  political  arena.  In  the  1990s 
we  have  somewhere  around  35  million  unin- 
sured and  I do  not  believe  the  solution  will  be 
found  in  managed  care.  I agree,  the  answer  is 
taking  a stand  even  if  it  is  detrimental  to  our 
own  financial  self-interest  in  the  short  run. 
However,  I do  not  think  we  will  obtain  such  a 
laudable  goal  when  only  business  principles 
are  allowed  to  prevail.  I believe  there  will  be 
painful  adjustments  as  we  move  into  the  next 
century  but  I have  faith  there  will  always  be 
caring  physicians  with  the  qualities  outlined  in 
John’s  letter-to-the  editor. 

Allen  H.  Johnson,  M.  D. 

Executive  Medical  Director 
Medical  University  of  South  Carolina 
171  Ashley  Avenue 
Charleston,  SC  29425-0967 

To  the  Editor: 

The  Great  Waldo  Pepper  in  a movie  by  that 
name  some  years  ago  - in  a horrifying  scene 
- pushed  through  a circle  of  gawking 


bystanders  and  crushed  his  friend’s  skull  with 
a two  by  four. 

The  friend  was  trapped  in  a burning  plane 
at  a barnstorming  event  with  gasoline  drip- 
ping all  over  everything  and  with  nothing  but 
alert,  horrible  death  ahead  of  him. 

A mercy  killing!  - just  like  that  with  one 
swift,  heavy,  thoughtful  clubbing. 

The  friend,  and  everyone  else  watching  for 
that  matter,  were  gratefully  out  of  their  mis- 
ery. 

For  an  instant  the  philosophic  world  stood 
still.  Then  slowly  it  gathered  back  its  wits  and 
began  to  talk,  reason  and  to  judge,  then,  and 
now,  as  it  must. 

Recomposed  and  fully  suited  (and  support- 
ed by  the  law)  it  told  Waldo  that  he  was 
wrong  - something  hard  to  say  in  any  lan- 
guage or  discipline  now  - and  took  away  his 
license. 

What  would  it  do  today? 

Later  in  that  same  movie  Waldo,  depressed, 
desperate,  resolute,  arranged  for  his  own 
“earlier”  death  — moral,  morally  negative  or 
morally  neutral,  we  don't  know. 

By  its  circumstances  possibly  Kant  could 
have  condoned  it. 

But  that’s  getting  away  from  Pepper's  two 
by  four. 

The  February  issue  of  The  Journal  devoted 
entirely  to  suicide  and  physician  associated 
suicide  was  a generous  gift  from  many  men 
to  the  medical  community,  similar  in  some 
ways  to  that  excellent  movie  — both  invita- 
tions to  thought. 

Reading  all  the  papers  takes  some  determi- 
nation and  ultimately  rewards  the  student  with 
a clear  conclusion  — there  is  no  consensus. 

But  amidst  the  various  expositions  and  spec- 
ulations lies  one  curious  lament,  i.  e.,  (because 
of)  “our  culture’s  deep,  unknowing  prejudice 
against  suicide”  dialogue  with  that  unknowing 
culture  is  suggested  as  being  at  an  impasse. 

Is  it  possible  that  that  deep  prejudice  might 
be  belief? 
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Is  it  possible  that  in  this  dark,  imperturbable 
locus  is  the  ore  for  mining  and  smelting? 

Perhaps  one  may  find  something  like  that 
glowing,  pulsing  light  - that  blurred,  indis- 
tinct, newborn  face  such  as  in  2001  - the 
movie.  Maybe  even  find  that  hint  of  primeval 
puissance,  infinity,  eternity? 

Those  ephemerals  frustrate  us  because  we 
can't  grasp  them,  like  a name  on  the  tip  of  the 
tongue. 

Doctors  who’ve  seen  grand  specimens  of 
youth,  ivory  cheeked  and  purple  lipped  from 
simple  car  wrecks,  impervious  to  the  great 
train  of  resuscitation  - wonder. 

The  same  who've  watched  the  80-year-old 
live  on  and  on  and  on  with  infarcted  heart, 
legs  and  brain  - wonder. 


The  pilot  light,  the  smoldering  wick,  the 
life. 

Question — who  will  quench  it  without 
some  peril  to  mind,  to  instinct,  to  soul — to 
“unknowing  prejudice?” 

Answer — 

A.  Waldo  Pepper 

B.  Everyman 

C.  Jack  Kevorkian 

D.  Whoever  owns,  loans  it 

E.  Dr.  X's — e.g..  It’s  all  over,  Debbie 
The  list  is  growing. 

Louis  J.  Roempke.  MD 

129  S.  Ribaut  Road 

Beaufort,  SC  29902 


AN  ARMY  SCHOLARSHIP  COULD 
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The  U.S.  Army  Health  Professions 
Scholarship  Program  offers  a unique 
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support  includes  tuition,  books,  and 
other  expenses  required  in  a particular 
course. 

For  information  concerning  eligihih 
ity,  pay,  service  obligation  and  application 
procedure,  contact  the  Army  Medical 
Department  Personnel  Counselor: 


800-USA-ARMY 

ARMY  MEDICINE.  BE  ALL  YOU  CAN  BE. 
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THEODORE  BREVARD  HAYNE,  M.  D. 
1898-1930 


Theodore  Brevard  Hayne  was  born  August 
3,  1898  in  Blackstock,  South  Carolina,  the 
first  son  of  Dr.  J.  Adams  Hayne,  long  time 
State  Health  Officer  for  South  Carolina. 
Early  in  life  Ted  showed  an  interest  in 
mosquitoes  and  mosquito  borne  diseases.  At 
age  nine,  he  became  the  youngest  employee 
of  the  Panama  Canal  Commission  where  he 
served  as  a messenger  boy  and  was 
introduced  to  some  of  the  greats  in  the  field 
of  malariology. 

Hayne  was,  though  never  a scholar,  a 
dedicated  and  hard  working  young  man  who 
made  friends  with  all  he  met.  After 
graduating  from  the  Citadel  in  1920,  he 
worked  with  the  Public  Health’s  malaria 
control  program  before  entering  the  Medical 
College  of  the  State  of  South  Carolina.  He 
received  his  M.  D.  degree  in  1927  and 
interned  at  the  Gorgas  Memorial  Hospital  in 
the  Canal  Zone.  Here  he  met  a nurse,  Roselle 
Hundley,  who  would  become  his  wife. 

On  August  2,  1928,  Hayne  began  his  career 
with  the  Rockefeller  Foundation’s  West 
African  Yellow  Fever  Commission.  This  was 
a dangerous  assignment  but  one  to  which 


Hayne  was  dedicated.  In  its  Annual  Report 
for  1929  the  Rockefeller  Foundation  noted: 
“Research  work  in  yellow  fever... is  fraught 
with  great  danger  to  all  who  undertake  it.  All 
honor  is  due  to  the  scientists  engaged  in  this 
important  but  perilous  task.”  There  had  been 
five  deaths  in  three  years  among  the 
researchers  by  June  30,  1929. 

On  July  1 1,  1930,  Theodore  Brevard  Hayne 
became  the  sixth  and  last  martyr  in  the 
conquest  of  yellow  fever.  A vaccine  was 
developed  by  May  13,  1931. 

“Greater  love  hath  no  man  than  this:  that  he 
lay  down  his  life  for  his  friends.” 

Betty  Newsom 

The  Waring  Historical  Fibrary 

NOTE 

The  Waring  Fibrary  Society  is  pleased  to  be 
the  publisher  for  a new  biography  of  Hayne, 
written  by  Journal  Editor,  Charles  S.  Bryan, 
M.  D.,  entitled  A Most  Satisfactory  Man:  The 
Story  of  Theodore  Brevard  Hayne,  Last 
Martyr  of  Yellow  Fever.  The  book  will  be 
available  shortly  from  the  University  of  South 
Carolina  Press  for  $19.95. 
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Alliance  Page 

SCMAA-SCIMER  SCHOLARSHIPS 

On  April  28,1996,  The  SCMA  Alliance  and  SCIMER  Scholarship  Committee  had  the  pleasure 
of  presenting  14  $1,500  scholarships  to  students  from  the  Medical  University  of  South  Carolina 
and  the  University  of  South  Carolina  School  of  Medicine. 

The  recipients  are  chosen  by  an  interview  process  conducted  by  the  Scholarship  Committee  in 
Columbia  and  Charleston,  and  are  determined  by  need,  academics,  extracurricular  involvement 
and  interpersonal  skills.  This  was  a difficult  task  as  all  students  interviewed  were  outstanding  and 
deserving. 

MUSC  students  presented  scholarships  were: 

Jennifer  Leigh  Anderson 
James  Wallace  Hudson 
James  Charles  Knoer 
Kimberly  Moore  Martin 
Charles  Thomas  Mauro,  IV 
April  Michelle  Odom 
Christopher  White  Ratchford 


USCSM  students  were: 

Lee  Smith  Carson 
Mark  Allen  Grabaracyzk 
Darby  Kay  Hiller 
Dereck  Ronald  Moore 
Mathew  Elliott  Pollard 
Mary  Elizabeth  Poston 
Valerie  Ann  Skinner 

Other  scholarships  given  were: 

Paul  M.  Richardson,  Jr.,  MUSC  - Conway  Hospital  Medical  Staff  Scholarship  ($1,000) 
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How  Can  My  Office  Manager  Reach 
Me  Directly  When  I'm  Making  Rounds? 


PCS  From  Cellular  One 


That's  How.  

Personal  Commun1cation  Solutions- 


Running  a practice  and  caring  for  patients 
can  be  a real  challenge.  What's  the  best  way 
to  give  both  the  attention  they  deserve?  Use  the 
perfect  communication  solution  for  physicians, 
PCS  from  Cellular  One.  It  lets  you  select  a suite  of 
personalized  solutions  that  meet  your  practice's 
unique  communications  needs. 

There  are  lots  of  solutions  to  choose  from. 
Like  the  National  Cellular  One  Network — which 
automatically  delivers  calls  to  more  than  4,500 
cities  across  the  U.S.A.  So  when  you're  at  a con- 


vention learning  about  new  medical  techniques, 
your  office  can  just  dial  your  Cellular  One 
number  and  the  call  goes  right  through. 

There's  also  paging — which  lets  you  effec- 
tively screen  calls  so  you  can  return  important 
ones  quickly  and  efficiently.  And  the  bill's 
included  with  your  monthly  Cellular  One 
statement,  so  you  don't  have  the  hassle  of  extra 
paperwork. 

PCS.  It's  not  for  everyone.  It's  for  you.  Only 
from  Cellular  One. 


Call  1-  800  - 727  - CELL 

It’s  Just  That  Easy. 

CELLULARONE' 


A !=1l3  Service 


COULD  YOU  USE  AN  EXTRA  $10,000? 


The  Army  Reserve  will  pay  you  a yearly  sti- 
pend which  could  total  in  excess  of  $10,000  in  the 
Army  Reserve’s  Specialized  Training  Assistance 
Program  (STRAP)  if  you  are  a resident  in: 
general  surgery,  cardiothoracic  surgery,  periph- 


eral vascular  surgery,  colon-rectal  surgery, 
orthopedic  surgery,  neurosurgery,  urology, 
anesthesiology,  diagnostic  radiology,  family 
practice,  emergency  medicine  or  internal 
medicine. 

Once  you  complete  your  residency  you 
will  have  opportunities  to  continue  your  edu- 
cation and  attend  conferences.  Your  commit- 
ment in  the  Army  Reserve  is  generally  one 
weekend  a month  and  two  weeks  a year  or  12 
days  annually.  You  can  also  choose  a non- 
active assignment  and  receive  one-half  of  the 
authorized  stipend. 

Get  a maximum  amount  of  money  for  a 
minimum  amount  of  service.  Find  out  more  by 
contacting  an  Army  Reserve  Medical  Counselor. 
Call: 


800-USA-ARMY 

ARMY  RESERVE  MEDICINE.  BE  ALL  YOU  CAN  BE! 


NEWMAN  & 

Our  Many  Services  Include: 

• Lines  of  Credit  Based  on  Accounts  Receivable 

• Complete  Control  Over  Patient  Statement  Process  Including  Partial  Payment  Handling 
and  Co-Payment 

• Electronic  Billing  to  Most  Major  Payors 

• Unlimited  Fee  Schedules 

• Valuable  Comprehensive  Reports  which  Include  PPO  or  Alternative  Fee  Tracking  and  Insuranc 
Tracking-All  with  Various  Sorting  Options  and  Other  User  Defined  Report  Parameters 

- No  more  computer  upgrades  which  are  time  consuming  and  expensive 

- No  more  delays  due  to  absenteeism  and/or  training  new  personnel 

- No  more  problem  of  office  space  due  to  expansion  of  practice 

• Turn  Your  Fixed  “In  House”  Expense  of  Billing  and  Collecting  into  a Variable  Expense 
where  Performance  Determines  your  Cost 

• With  Outsourcing  it  Allows  the  Physician  Time  to  Practice  Medicine  Worry  Free 

• Give  us  a Call  for  a FREE  ANALYSIS  of  Your  Present  Billing  and  Collection  Systems 

CALL  1-800-804-5436  or  (803)  438-4883  TODAY 

Newman  & Associates  is  an  Independent  Representative  of  MBC  Systems 


fox  meadows 

software 


LIMITED 


Take  time  to  compare  the  Fox  Meadows  advantage  and 
support  services  to  your  current  system  and  support 
fees. 

Lease  for  $200  a month  for  one  terminal  user 
and  $25  for  additional  terminal  users.  Initial 
License  fees  are  waived  for  a limited  time 
and  there  are  no  long  term  contracts. 


Medical  Office  Specialist 
Year  2000  ready 
On  site  training  and  support 
Conversion  of  your  current  data 
Networks  for  DOS  and  Windows 
Chart  Notes  that  use  templates  for  fast  entry 
No  daily,  monthly  or  annual  batch  processes 
Interfaces  with  other  Windows  and  DOS  products 
Relational  Database  Design  using  Microsoft  FoxPro 
Unlimited  Medical,  Statistical  and  Financial  Reporting 
Electronic  claims  & Statements,  Imaging  and  Voice  Recognition 
An  Encounter  form  that  provides  enough  info,  to  replace  file  folders 

Primary  Diagnostic  history,  medications,  allergies,  reactions,  laboratory  requests  and  result* 

Appointment  Scheduler  that  supports  single  Physician  to  large  clinics 

Give  yourself  the  freedom  to  select  and  upgrade  your  hardware  as  you  wish 

FMS  is  more  than  a traditional  billing  system.  Physicians  and  nurses  will  find 
the  medical  information  captured  and  the  accessibility  of  this  information 
invaluable  for  Patient  care  today  and  into  the  21st  century. 


For  additional  information  please  call  (800)  754-7213  or  (803)  754-4290. 


C^ssifieis 


WINNING  THE  A/R  BATTLE:  Make  your 
A/R  problems  easier  to  manage,  your  efforts 
more  effective  and  save  money  by  eliminat- 
ing the  need  for  collection  firms.  “Accounts 
Receivable  Management,”  a comprehensive 
collection  handbook  for  health  care  profes- 
sionals, can  show  you  how.  This  225  page, 
step  by  step  manual,  based  on  the  most 
important  factors  that  affect  recovery, 
includes  usable  forms,  worksheets  and  letters, 
high  impact  how-to  concepts  and  the  techni- 
cal information  to  make  quick  decisions  and 
avoid  legal  problems.  A valuable  resource 
that  will  pay  for  itself  over  and  over  again.  To 
order,  send  a check  or  money  order  for  $40 
(order  #1105)  plus  local  sales  tax  to:  A/R 
Consulting,  4780  Ashford  Dunwoody  Road 
A222,  Atlanta,  GA  30338. 

PIANO  FOR  BEAUTIFUL  HOME!  9 foot 
Steinway  Concert  grand.  Ten  years  old.  For- 
mer artist  rental  piano.  Ivory  keys.  Great 
investment!  New  one  retails  at  $70K.  This 
one  $42,500.  Call  Case  Brothers  1-800-622- 
5150. 

ENDOCRINOLOGY,  FAMILY  PRAC- 
TICE, INFECTIOUS  DISEASE:  Practice 
opportunities  in  Orangeburg  County  for  expe- 
rienced practitioners  and  graduating  resi- 


dents/fellows. Practice  initiation  assistance 
and  relocation  allowance  are  available.  Locat- 
ed at  the  junction  of  1-26  and  1-95,  35  minutes 
to  Columbia  and  65  minutes  to  Charleston. 
Achieve  financial  success  in  a non-competi- 
tive environment  while  enjoying  a superior 
quality  of  life.  Contact  Dr.  Chermol,  The 
Regional  Medical  Center,  at  (800)  866-6045. 

WANTED:  PRIMARY  CARE  PRAC- 
TICES: UCI  MEDICAL  AFFILIATES, 
INC.,  - DOCTOR’S  CARE,  PA  i s currently 
expanding  in  South  Carolina!  Seeking  Prima- 
ry Care  medical  practices  for  merger/acquisi- 
tion. Would  also  consider  specialty  practices. 
Please  direct  CVs,  correspondence  to  UCI 
Medical  Affiliates,  Inc.  (dba  Doctor’s  Care, 
PA),  1901  Main  Street,  Suite  1200,  Mail  Code 
1105,  Columbia,  SC  29201,  Attn:  Practice 
Acquisitions. 

ANESTHESIOLOGIST  SEEKING  POSI- 
TION IN  SOUTH  CAROLINA.  Extensive, 
broad  experience  with  excellent  credentials. 
While  a summer  and  vacation  relief  position 
would  be  ideal,  a full  time  position  will  be 
considered.  Contact  W.  Frank  Yost,  M.  D., 
154  Vaughns  Gap,  Nashville,  TN  37205,  1- 
615-356-5028. 
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Thornton  & Thorne  give  the  medical  community  something  to  think  about  this  month. 


WHY  PAY  MORE  FOR  DISABILITY  INSURANCE? 

MASS  MUTUAL  OFFERS  THE  COMPLETE  PACKAGE 

• Lowest  premium 

• Quality  Product 

• Excellent  Financial  Ratings 


MASS  PROVIDENT  PAUL 

MUTUAL  LB-NC  REVERE 

CMXLS  PREF  PRO 

990 


Monthly  premiums  for  45  year  old  physician  in  best  occupation  class.  $5,000 
monthly  benefit  with  90  day  waiting  period  with  benefits  payable  to  age  65 


SCMA 

PROGRAM 
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MASS 
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CMXLS 


$191 


PROVIDENT 

LE-NC 


PAUL 
REVERE 
PREF  PRO 
990 


Monthly  premiums  for  45  year  old  physician  in  best  occupation  class.  $5,000 
monthly  benefit  with  90  day  waiting  period  with  benefits  payable  to  age  65 

IF  YOU  DON’T  BUY  YOUR  DISABILITY  INSURANCE  FROM  MASS  MUTUAL , WHO 

WILL  YOU  BUY  IT  FROM? 


Views  expressed  herein  are  those  of  the  authors  only  and  in  no  way  represent  the  SCMA.  We  do  not  give  tax  advice.  Only 
your  attorney  and  accountant  are  qualified  to  do  so. 


Carolina  Physicians 
Advisory  Service 


Billy  M.  Thornton 
John  T.  Thorne 


Sewing  the  members  of  the  South  Carolina  Medical  Community. 

P.O.  Box  688  • Columbia,  SC  29202  • (803)  254-0002  • Fax  (803)  765-2403 


1 -800-742-3669 


professional  Protection  Exclusively  since  1899 


To  reach  your  local  office,  call  800-344-1899. 
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Oceanfront, 
Creekside,  & 
Marshview 
Homesites 
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Con  re  see  for  yoi  i rself 
why  Jeremy  Cay  and 
The  Hammocks  are 
two  of  coastal  South 
Carolina  s fastest 
selling  properties. 


Historic  Jeremy  Cay  at  Edingsville  Beach 
offers  South  Carolina’s  most  beautiful  ocean- 
front  and  oceanview  homesites.  Dirt  roads 
wind  lazily  among  oaks,  palmettos,  and  tidal 
lagoons,  and  offer  residents  some  of  the 
most  majestic  scenery  ever. 

It  is  a place  of  seclusion 
and  natural  beauty,  where 
families  can  enjoy  the  creeks, 
marshes,  and  two  miles  of 
private  beach  that  surround 
this  pristine  island. 


The  Hammocks  at  Jeremy  Inlet  draws  its 
name  from  the  geographic  term  “hammock,” 
which  is  used  to  describe  an  area  higher  than 
its  surroundings,  characterized  by  rich  soil  and 
hardwood  vegetation.  Here,  gigantic  oaks  rise 
proudly  above  these  magnifi- 
cent homesites  and  tropical 
vegetation  enhances  the  spec- 
tacular views  of  the  marsh, 
creek,  and  ocean.  Individual 
dock  sites  and  controlled 
access  provide  added  value. 


The  Savage  Company  • One  Hammocks  Way,  Edisto  Island,  SC  29438 
(803)  869-1556  • 1-800-475-1556  • FAX:  (803)  869-1557 
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ENJOY  THE  LULL 
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Ahhh!  Summertime  in  the  south.  That  time  of  year  when  sickness  almost  seems  to  go  on  hiatus. 
Not  so  much  so  that  those  of  us  who  have  to  earn  a living  begin  to  worry  about  that  serious 
outbreak  of  good  health  we  secretly  dread,  but  enough  that  we  can  TThK  a lntli  and  fall  net  i.\a. 
how  good  life  really  is. 

Not  to  fear.  There  seems  to  be  a steady  enough  stream  of  schoolteachers  and  school  kids  who 
have  been  saving  up  time  for  the  annual  checkup  to  sustain  the  office  and  staff.  I have  worked 
through  enough  summers  now  that  I can  smile,  kick  back,  and  enjoy  the  lull.  The  main  intrusion 
this  year  is  the  necessity  to  explain  to  my  younger  partners  that  they  should  do  the  same,  because 
this,  too,  will  be  short-lived. 

At  this  time  much  is  going  on,  but  not  much  seems  to  be  happening.  The  Legislature  is  out  of 
session,  so  for  the  time  being  we  are  safe  on  that  front.  I delayed  finishing  this  piece  until  after 
Spartanburg  County  Council  met  last  night  to  cast  the  final  vote  on  the  Anderson-Greenville- 
Spartanburg  merger  (the  hot  hospital  topic  in  the  upstate).  The  vote?  County  Council  voted  not  to 
vote  on  the  issue  because  they  don’t  understand  it  (their  words).  So  those  of  us  in  the  profession 
remain  suspended  in  time. 

I have  covered  much  of  the  state  in  my  recent  travels.  I have  sat  on  a mountaintop  and 
contemplated  the  vastness  of  it  all.  I have  sat  on  the  beach  and  reflected  on  life’s  repetitiveness.  1 
haven't  gained  much  wisdom,  but  I am  brown  as  a fig  and  satisfied  at  that. 

Of  course,  my  on-call  partners  (no  native  southerners  among  them)  probably  don’t  understand 
my  enthusiasm  for  this  lackadaisical  time.  But  there  is  a watermelon  and  a bag  of  U-Pick-It 
tomatoes  in  the  back  of  my  car.  If  I share,  maybe  they  can  understand. 


Carol  S.  Nichols,  M.  D. 
President 


July  1996 
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COMBINED  CORONARY  ARTERY  BYPASS 
SURGERY  AND  CAROTID  ENDARTERECTOMY* 


L.  DIETER  VOEGELE,  M.  D.** 


The  optimal  management  of  patients 
presenting  with  concomitant  coronary  artery 
disease  and  carotid  occlusive  and  ulcerative 
disease  remains  a controversial  topic  of 
discussion.  The  high  incidence  of  myocardial 
infarction  after  carotid  endarterectomy  (CEA) 
as  well  as  stroke  occurring  after  coronary 
artery  bypass  grafting  (CABG)  has  stimulated 
continued  interest  in  the  combined  surgical 
approach.  Many  articles  have  addressed  this 
issue  since  the  works  of  Bernard1  and  then 
UrscheF  demonstrated  favorable  outcomes  in 
patients  with  high  risk  lesions  in  both  cardiac 
and  cerebral  territories.  Carotid  endar- 
terectomy in  the  setting  of  uncorrected 
coronary  artery  disease  has  been  associated 
with  an  operative  mortality  as  high  as  20 
percent,  primarily  due  to  myocardial 
infarction.3  Likewise,  coronary  artery  bypass 
operation  in  the  face  of  severe  occlusive 
disease  carries  a high  risk  of  perioperative 
stroke.4  Various  surgical  approaches,  as  well 
as  proposals  for  staging  and  timing  have  been 
described  to  manage  this  group  of  patients. 
They  represent  in  general  a much  higher  risk 
population  than  patients  with  isolated  carotid 
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disease  or  isolated  coronary  artery  disease, 
probably  because  of  an  advanced  type  of 
atherosclerotic  disease.  There  is  a lack  of 
consensus  concerning  the  approach  or 
indications  for  combined  procedures, 
techniques  of  cerebral  protection,  and  the 
beneficial  outcomes  of  the  surgical  treatment. 

The  present  study  analyzes  our  experience 
with  15  patients  who  underwent  combined 
carotid  endarterectomy  and  coronary  artery 
revascularization  (CEA-CABG)  for  co- 
existing carotid  and  coronary  artery  disease. 

PATIENTS  AND  METHODS 

From  1976  to  December  of  1994,  15  patients 
were  subjected  to  combined  carotid 
endarterectomy  (CEA)  and  coronary  artery 
bypass  grafting  (CABG)  for  concurrent 
severe  cerebrovascular  and  ischemic  heart 
disease.  Preoperative  clinical  characteristics 
are  summarized  in  Table  I.  Average  age  was 
68  years  and  ranged  from  59  years  to  85 
years.  There  were  1 1 males  and  four  females. 
Seven  patients  (46%)  had  stable  angina. 
Clinical  signs  of  congestive  heart  failure  were 
present  in  two  patients  (13%).  Most  patients 
(66%)  were  in  NYHA  Class  III  and  IV.  One 
patient  had  suffered  a previous  myocardial 
infarction.  Diabetes,  hypertension,  smoking, 
and  other  risk  factors  found  in  the  atherosclerotic 
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Tabic  I:  Clinical  Characteristics  of  Patients 
Undergoing  Combined  CEA/CABG 

Number  of  patients  (%) 


( haracleristic 

No.  of 
Patients 

% 

( haracleristic 

No.  of 
Patients 

% 

Female 

4 

26 

Ejection  Fraction  < 50% 

5 

34 

Male 

1 1 

74 

Ejection  Fraction  > 50% 

10 

66 

Average  Age  68  yrs 

Syncope 

2 

13 

Unstable  Angina 

8 

53 

Asymptomatic  Bruit 

7 

46 

Congestive  Heart  Failure 

2 

1 J 

Amaurosis  Fugax 

2 

13 

History  ol  Myocardial 

1 

6 

Hemispheric  Neurologic 

4 

26 

Infarction 

Symptoms 

Left  Mam  Occlusion 

2 

13 

Previous  Contralateral 

2 

13 

Aortic  Valve  Stenosis 

2 

1 i 

Carotid 

Diabetes 

6 

40 

Endarterectomy 

2 

13 

Smoking 

10 

66 

Pending  Contralateral  Carotid 

NYHA  Class  III  and  IV 

10 

66 

Endarterectomy 

patient  population  were  represented  in  the 
usual  preponderance.  Two  patients  (13%) 
required  aortic  valve  replacement,  one  having 
isolated  aortic  stenosis  and  normal 
coronaries. 

Asymptomatic  neck  bruits  were  present  in 
seven  patients  (46%).  Conversely,  eight 
patients  (54%)  were  symptomatic  including 
transient  lateralizing  events,  amaurosis  fugax, 
and  two  patients  demonstrated  otherwise 
unexplained  syncope.  No  patients  had 
residual  neurologic  deficits.  Four  patients 
(26%)  required  urgent  or  emergency 
operation  occasioned  by  myocardial 
instability,  manifested  by  ongoing  chest  pain. 
Two  patients  had  previously  had  coronary 
revascularization,  one  of  whom  had 
previously  had  two  revascularizations.  The 
perioperative  variables  and  postoperative 
factors  of  interest  are  presented  in  Table  II. 

The  pathology  of  the  extracranial  carotid 
circulation  was  diagnosed  from  the  signs  and 
symptoms  and  ultrasonography.  All  patients 
then  had  carotid  angiography  to  confirm  and 
define  the  anatomic  lesions  and  their  severity. 
Two  patients  had  bilateral  high  grade  stenosis 
prior  to  their  consideration  for  coronary 
artery  surgery  and  two  patients  also  had  had 
staging  of  a previous  endarterectomy  for 
critical  stenosis.  Furthermore,  two  patients 
had  silent  occlusions  of  contralateral  carotid 
arteries  at  the  time  of  their  presentation.  The 
majority  of  patients,  or  1 1 (74%)  had 
unilateral  high  grade  occlusive  disease. 
Three  of  those  patients  had  clearly  ulcerative 
features  of  the  plaque.  In  bilateral  carotid 


Table  1 1 : Perioperative  Variables  of  Patients 
tJndergoing  Combined  CEA/CABG 

Number  of  Patients  (%) 


Perioperative  Variables: 

No.  of  Patients 

Percent  (%) 

Emergency  or  Urgent  Procedure 

4 

26 

Elective  Procedure 

II 

74 

Redo-Coronary  Operation 
Grafts  / Patient 

2 

221 

13 

No  of  Arteries  Bypassed  1 VD 

2 

14 

2VD 

7 

50 

3VD 

5 

36 

LIMA  Utilized 

6 

42 

CABG  Without  Cardiopulmonary  Bypass 

1 

6 

Post  Bypass  IABP 

1 

6 

Aortic  Value  Replacement 

1 

6 

AVR  + CABG 

1 

6 

Carotid  Shunt  Utilization 

1 

6 

stenosis,  the  symptomatic  side  or  the  more 
severely  afflicted  side,  particularly  if  it  was  to 
the  dominant  hemisphere,  dictated  the 
sequence  of  operation.  The  clinical  status  and 
the  coronary  stability  were  taken  into  account 
also.  One  patient  with  left  main  occlusion  and 
bilateral,  greater  than  90  percent  occlusive 
lesions,  in  the  carotid  arteries,  first  underwent 
a preliminary  right  carotid  endarterectomy 
with  full  monitoring  including  Swan-Ganz 
catheter  placement  and  then  four  weeks 
thereafter  underwent  left  carotid  endar- 
terectomy and  concurrent  coronary  artery 
bypass  graft  operation.  Intraoperative 
shunting  during  carotid  endarterectomy  was 
utilized  in  one  patient,  the  monitoring  criteria 
being  based  on  three  channel  EEG 
monitoring  and  retrograde  back  pressure 
through  the  internal  carotid  artery.  We 
considered  unilateral  EEG  changes  or  a back 
pressure  less  than  30  to  mm  Hg.  indication 
for  temporary  shunting. 

Coronary  angiography  was  performed  on 
all  patients.  There  were  two  patients  with 
single  vessel  disease,  seven  patients  with  two 
vessel  disease  and  five  patients  with  three 
vessel  disease.  One  patient  had  normal 
coronary  arteries  but  critical  aortic  stenosis 
with  a valve  area  less  than  1 cm.2  One  of  the 
patients  was  facing  his  third  myocardial 
revascularization.  Most  patients  had  two  and 
three  vessel  disease.  Two  patients  (13%)  had 
single  vessel  disease,  seven  patients  (46%) 
had  double  vessel  disease,  and  five  patients 
(36%)  had  triple  vessel  disease.  Two  patients 
had  left  main  occlusion.  Of  the  patients  with 
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Table  III:  Severity  of  Cerebrovascular  Disease 
at  the  Time  of  CEA/CABG 

Number  of  Patients  (%) 


No.  of  Patients 

Percent  (%) 

Occlusion  with  Contralateral 
Stenosis  > 75% 

2 

13 

Bilateral  Stenosis  > 75% 

2 

13 

Unilateral  Stenosis  > 75% 

11 

74 

Previous  Contralateral  Carotid 
Endarterectomy 

2 

13 

Major  Ulcerative  Component  of  Plaque 

3 

20 

coronary  artery  disease,  nine  patients  had  an 
ejection  fraction  of  50  percent  or  better 
whereas  five  patients  had  an  ejection  fraction 
less  than  50  percent. 

SURGICAL  TECHNIQUE 

All  operative  procedures  were  performed 
during  a single  general  anesthesia. 
Monitoring  lines  included  radial  or  femoral 
artery  cannulation,  Swan-Ganz  catheter  when 
applicable,  EKG  and  EEG  patches.  Carotid 
and  cardiac  surgical  procedures  were 
performed  by  one  surgical  team.  Essentially, 
harvesting  of  greater  saphenous  vein  portions 
was  carried  out  while  exposure  of  the  carotid 
artery  was  performed.  For  patients  in 
completely  stable  hemodynamic  condition, 
carotid  endarterectomy  and  vein  patch 
angioplasty  were  performed  before 
sternotomy.  Three  options  could  be  exercised 
in  patients  in  whom  stability  was  less  certain. 
First,  sternotomy  and  placement  of  all 
appropriate  purse-strings.  Second,  femoral 
artery  access  for  Intra-Aortic  Balloon  Pump 
counter-pulsation  and  third,  actual 
cannulation  and  cardiopulmonary  bypass  with 
carotid  endarterectomy  under  moderate 
hypothermic  cardiopulmonary  bypass. 
Anticoagulation  was  used  for  carotid 
endarterectomy.  Shunting  was  used  if 
unilateral  EEG  changes  manifested 
themselves  or  if  back  pressure  through  the 
occluded  internal  carotid  artery  was  below 
about  30  mm  Hg.  A vein  patch  angioplasty 
was  always  performed.  The  neck  incision  was 
then  packed  with  gauze  and  the  myocardial 


Table  IV:  Results  and  Complications 

Number  of  Patients  (%) 


No.  of  Patients 

Percent  (%) 

Operative  Mortality  < 30  days 

1 

66 

Stroke 

0 

Cranial  Nerve  Deficit,  transient 

2 

13 

Perioperative  Myocardial  Infarct 

0 

Ventricular  Arrhythmia 

i 

66 

Late  Mortality 

1 

66 

Re-exploration  for  bleeding 

0 

Sternal  Wound  Complications 

0 

Prolonged  Ventilator  Support 

2 

13 

Renal  Failure  Requiring  Dialysis 

0 

revascularization  proceeded  according  to  our 
standardized  protocol.  One  patient,  who  had  a 
second  re-do  operation  and  whose  anterior 
anatomy  was  favorable,  underwent  bypass 
grafting  of  the  distal  large  left  anterior 
descending  without  cardiopulmonary  bypass. 
Otherwise,  all  distal  coronary  anastomoses 
were  done  during  a single  cross  clamp  time. 
The  proximal  anastomoses  were  then 
performed  with  a partially  occluding  clamp  as 
the  patient  resumed  a sinus  bradycardia.  The 
average  number  of  grafts  were  2.21  per 
patient.  In  six  patients  (40%),  the  left  internal 
mammary  artery  revascularized  the  left 
anterior  descending  coronary  artery.  One 
patient  underwent  aortic  valve  replacement 
and  a right  coronary  bypass  graft,  and  one 
patient  required  isolated  aortic  valve 
replacement.  Both  patients  received 
heterograft  valves.  Following  standard 
reversal  of  heparin  with  protamine  after 
completion  of  the  cardiac  operation,  the  chest 
and  neck  incisions  were  closed  in  that  order. 
A vacuum  drain  was  used  in  the  neck  and  two 
chest  tubes  in  the  mediastinum.  Operative 
and  later  follow-up  information  was  obtained 
through  chart  review  and  office  return  visits. 

RESULTS 

Thirty  day  mortality  was  6.6  percent.  One 
patient  died  on  the  third  postoperative  day 
from  ventricular  fibrillation,  having  appeared 
to  have  tolerated  his  third  revascularization 
well.  No  strokes  resulted  from  operation. 
Two  patients  had  transient  hoarseness  and 
mandibular  branch  weakness.  Functional 
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impairment  was  not  permanent.  Table  IV 
summarizes  results  and  complications  in  this 
group  of  patients.  One  patient  died  three 
months  following  operation  of  pneumonia 
and  respiratory  insufficiency.  Of  note  was 
that  the  patient’s  preoperative  status  showed 
him  to  be  malnourished,  having  suffered  a 
syncopal  episode  resulting  in  a fractured  hip 
and  the  patient  had  a left  main  occlusion. 
One  patient  required  post  cardiopulmonary 
bypass  Intra- Aortic  Balloon  Pump  for  low 
cardiac  output.  There  was  no  evidence  of 
myocardial  infarct  by  EKG  criteria.  No 
patients  required  re-exploration  for  bleeding 
and  there  were  no  sternal  wound 
complications.  Two  patients  required  long- 
term ventilator  support  and  no  patients 
required  treatment  of  renal  failure. 

DISCUSSION 

The  timing  of  carotid  endarterectomy  and 
myocardial  revascularization  remains  a 
controversial  topic;  certainly,  carotid 
endarterectomy  in  the  setting  of  significant 
uncorrected  coronary  disease  has  been 
associated  with  increased  mortality  due  to 
myocardial  infarction.  The  association  of 
carotid  and  coronary  disease  is  well 
established.  In  a large  group  of  consecutive 
carotid  endarterectomies  at  the  Cleveland 
Clinic,  myocardial  infarction  was  responsible 
for  60  percent  of  early  mortality.  Likewise, 
myocardial  revascularization  in  the  presence 
of  severe  carotid  occlusive  and  ulcerative 
disease  can  be  associated  with  a significant 
risk  of  stroke.  The  incidence  of  significant 
carotid  stenosis  in  patients  undergoing 
myocardial  revascularization  is  reported  to  be 
between  six  and  16  percent.5  Jones  and 
Craver6  reported  increasing  risk  of  stroke  in 
patients  with  extracranial  carotid  disease. 
Overall  incidence  of  stroke  following 
myocardial  infarction  was  0.9  percent  but 
rose  to  3.3  percent  in  patients  with 
asymptomatic  bruits  and  as  high  as  8.6 
percent  in  a group  of  patients  with  previous 
neurological  events.  It  is  a commonly  held 
belief  that  the  degree  of  occlusion  and 
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ulceration  can  be  a significant  factor  in  the 
production  of  cerebral  events  due  to 
cardiopulmonary  bypass  since  it  engenders 
changes  in  pulsatile  flow  with  periods  of 
relative  hypotension  and  hypertension. 
Particularly  patients  with  bilateral  severe 
carotid  disease  or  one  totally  occluded  side 
and  high  grade  occlusion  in  the  contralateral 
carotid  artery  are  susceptible  to  some  cerebral 
morbidity  and  mortality  when  faced  with  the 
need  for  myocardial  revascularization.  Often 
the  two  conditions  can  coexist  in  the  same 
patient  who  is  termed  a vasculopath.  Various 
reports  have  highlighted  the  desirability  of 
staging  operations  whenever  feasible, 
because  combined  operations  of  carotid 
endarterectomy  and  coronary  artery  bypass 
carry  a slightly  higher  mortality  than  either 
CEA  alone  or  isolated  CABG.  This  is  a 
reflection  no  doubt  of  the  more  serious  and 
advanced  level  of  atherosclerosis  in  these 
patients.  For  these  reasons,  the  application  of 
combined  operations  should  be  reserved  for 
treating  patients  who  are  symptomatic  in  both 
territories  or  who  have  a high  risk  of 
complications  or  death  by  staging.  That 
would  include  even  asymptomatic  patients 
who  demonstrate  90  percent  or  greater 
occlusion  with  or  without  ulceration.  Also  a 
total  occlusion  on  one  side  makes  high  grade 
occlusion  in  the  contralateral  side  a far  more 
morbid  condition.  In  our  series,  there  was  no 
occurrence  of  perioperative  stroke.  Early 
mortality  was  confined  to  a patient  who  had 
been  subjected  to  a second  re-do  operation. 
His  death  was  from  ventricular  arrhythmia. 
There  was  no  early  mortality  in  patients 
undergoing  primary  CEA-CABG. 

Whether  it  is  necessary  to  screen  all  CABG 
patients  for  carotid  disease  is  controversial. 
Our  own  practice  has  been  directed  towards 
the  history  by  the  patient  and  the  neck  bruit. 
This  leads  to  ultrasound  evaluation  and  then 
angiography  if  needed.  Faggioli4  has 
documented  severe  carotid  disease  (greater 
than  75  percent  stenosis)  in  1 1 percent  of 
patients  more  than  60  years  of  age  evaluated 
before  undergoing  coronary  artery  revascu- 
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larization.  Since  carotid  endarterectomy  has 
been  shown  beneficial  even  in  the  asympto- 
matic stenoses,  greater  than  60  percent 
diameter  reduction,7  then  screening  of 
populations  at  high  risk  for  carotid  disease 
may  be  worthwhile.  Conversely,  the  risk  of 
stroke  in  some  studies  may  be  over- 
represented or  may  not  be  related  to 
extracranial  carotid  disease  alone.  Our  series 
represents  about  one  percent  of  isolated 
CABG  procedures  and  reports  of  stroke  in 
that  population,  as  reflected  in  the  STS 
Database  Profile  demonstrate  about  1.7 
percent  incidence,  which  is  all  inclusive  of 
etiologies.  So.  patients  are  not  suffering 
stroke  to  an  appreciable  extent  from 
undiscovered  carotid  lesions. 

CONCLUSIONS 

The  consideration  of  concomitant  disease  and 
the  proper  timing  of  carotid  and  coronary 
artery  procedures  is  important  in  controlling 
the  risks  of  morbidity  and  mortality  in  this 
group  of  patients  with  severe  atherosclerotic 
vasculopathy.  Results  of  combined  CEA- 
CABG  in  15  patients  performed  over  a num- 
ber of  years  were  reviewed.  Selection  for 
combined  procedures  was  based  on  symp- 
tomatic disease  in  both  clinical  territories  or 
patients  with  bilateral  severe  stenotic  disease 
or  severe  unilateral  stenosis  with  ulcerations 
or  contralateral  total  occlusion.  Carotid 


atherosclerotic  disease  remains  a significant 
but  remediable  cause  of  perioperative  stroke. 
Several  other  series  have  also  pointed  out 
favorable  five  year  and  10  year  stroke  free 
survival.8  Combined  carotid  endarterectomy 
and  coronary  revascularization  (CEA-CABG) 
is  thus  a useful  option  in  this  high  risk  group 
of  patients  with  extensive  atherosclerosis.  ~f 
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Cholecystostomy  is  a procedure  that  surgeons 
have  employed  for  over  a century  to  treat 
patients  with  biliary  disease.  This  case  pre- 
sentation describes  an  extremely  ill  patient 
who  presented  with  a liver  mass  and  biliary 
obstruction.  By  utilizing  laparoscopic  tech- 
niques we  were  able  to  obtain  a tissue  diagno- 
sis and  relieve  this  patient’s  obstruction.  We 
also  describe  what  we  believe  to  be  the  first 
laparoscopic  cholecystostomy  performed  in 
North  America. 

HISTORICAL  PERSPECTIVE 

Cholecystostomy  was  the  first  operative  pro- 
cedure used  for  the  treatment  of  gallstone  dis- 
ease. The  first  recorded  cholecystostomy  was 
performed  on  April  18,  1878,  by  J.  Marion 
Sims,1  whose  patient,  after  60  gallstones  were 
removed,  died  on  postoperative  day  #8.  She 
was  noted  to  have  significant  benefit  from  the 
procedure  in  the  immediate  postoperative 
period.  She  was  relieved  of  itching,  pain,  nau- 
sea, vomiting  and  her  stools  were  noted  to 
return  to  their  natural  color.  Sims  coined  the 
term  “cholecystostomy”  from  the  Greek  liter- 
ally meaning  “gaH”-“bladder”-“incision.”  In 
his  paper  he  stressed  that  this  procedure  had 
the  prospects  of  being  a great  success  and 
encouraged  others  to  operate  without  procras- 
tination once  the  diagnosis  was  established. 
Cholecystostomy  continued  to  gain  approval 
and  in  1899.  W.  J.  Mayo:  reported  on  105  bil- 
iary tract  operations  of  which  68.6  percent 
were  cholecystostomy.  By  1933  Judd  and 
Phillips1  reported  on  508  cases  of  acute  chole- 
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cystitis  for  which  only  17.5  percent  received 
a cholecystostomy.  The  remaining  419 
patients  had  their  gallbladders  removed.  As 
early  as  1944  Elliason  and  Stevens4  suggested 
that  judicious  use  of  choosing  a cholecys- 
tostomy was  paramount  in  maintaining  a low 
mortality  rate,  as  they  did  with  the  135  cases 
of  acute  cholecystitis  with  68  percent  receiv- 
ing cholecystostomy  and  the  hospital  mortali- 
ty rate  was  only  2. 1 percent.  They  noted  the 
choice  must  be  governed  by  the  surgeon’s 
own  experience  and  the  patient's  general  con- 
dition. Howard  Gray,5  in  1949,  agreed  with 
this  opinion  stating  that  cholecystostomy  is 
recommended  when  cholecystectomy  may 
impose  a prohibitive  mortality.  He  felt  this 
procedure  offered  the  most  for  patients 
greater  than  60  years  of  age,  for  whom  the 
operative  risk  was  appreciable  even  for  minor 
procedures.  By  the  late  1950's  cholecystosto- 
my, once  the  standard  operation  for  gallblad- 
der disease,  was  employed  principally  in 
those  patients  too  ill  to  undergo  cholecystec- 
tomy or  in  whom  cholecystectomy  was  aban- 
doned secondary  to  technical  difficulties. 
Becker1'  reviewed  68  cases  of  patients  who 
died  from  cholecystectomy  and  felt  one-third 
of  these  patients  would  have  survived  if 
cholecystostomy  had  been  performed  instead. 
In  1959,  Sparkman7  attempted  to  show  that 
cholecystostomy  offered  its  greatest  advan- 
tage when  selected  initially  (planned)  as 
opposed  to  a retreat  from  a difficult  situation. 
He  concluded  that  cholecystostomy  had  its 
advantages  and  select  patients  would  benefit, 
though  the  indications  remained,  relative  not 
absolute,  and  were  usually  multiple. 

We  agree  with  this  opinion  and  that  of 
many  other  authors,  in  that  cholecystostomy 
should  not  be  regarded  as  a surgical  defeat. 
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but  when  chosen  tor  a select  group  of 
patients,  can  be  a life-saving  procedure.  As 
stated  by  Gray5  in  1949,  it  is  far  better  to  stop 
with  cholecystostomy  than  attempt  cholecys- 
tectomy which  would  impose  a prohibitive 
risk.  Later,  Bradham8  went  on  to  say  that 
employment  of  cholecystostomy  should  be 
considered  sound  judgment  and  not  an  admis- 
sion of  timidity.  In  selected  patients  it  can 
reduce  morbidity  and  mortality  and  offer  the 
best  possible  opportunity  for  survival. 
Though  cholecystostomy  has  a high  mortality 
(7.2%)  and  morbidity  (>  20%),  this  is 
undoubtedly  secondary  to  its  usage  in  patients 
who  are  high  surgical  risks  or  being  chosen  in 
patients  who  have  failed  an  attempted  chole- 
cystectomy. In  our  case  study  we  report  on  a 
severely  debilitated  patient  who  greatly  bene- 
fitted  from  a laparoscopic  cholecystostomy 
who  would  have  most  likely  perished  from  an 
attempt  at  a cholecystectomy,  and  obviously 
lived  a much  shorter  and  less-enjoyable  life 
had  nothing  been  attempted. 

CASE  REPORT 

The  patient  is  a 43-year-old  male  with  a long- 
standing history  of  alcohol  abuse,  alcohol 
liver  disease,  hepatitis  C and  hyperbilirubine- 
mia. He  presented  to  the  Emergency  Room 
on  July  12,  1995,  with  complaints  of  right 
upper  quadrant  abdominal  pain,  jaundice  and 
a fever  of  101 .2  °.  He  was  seen  by  the  G1  Ser- 
vice and  admitted  on  July  18,  1995.  He 
stayed  in  the  hospital  for  one  month;  this 
admission  was  significant  for  an  ultrasound 
which  showed  a 7.4  cm.  predominantly 
hyperechoic  mass  present  in  the  liver  at  the 
region  of  the  porta  hepatis.  Calculi  could  not 
be  identified  in  the  gallbladder;  the  biliary 
ducts  were  not  dilated.  CAT  Scans  of  the 
abdomen  revealed  ascites;  a circular  mass 
approximately  6 cms.  in  the  medial  aspect  of 
the  right  lobe  of  the  liver  with  question  of 
extension  into  the  region  of  the  porta  hepatis. 
The  liver  itself  had  an  irregular  contour  con- 
sistent with  cirrhosis.  Portal  systemic  collat- 
erals were  noted.  The  umbilical  vein  was 
patent  and  some  calculi  appeared  to  be  pre- 


sent within  a markedly-distended  gallbladder. 
The  patient  underwent  multiple  percutaneous 
CT-guided  liver  biopsies;  these  were  all 
unsuccessful  in  obtaining  anything  other  than 
necrotic  liver  cells.  At  that  time  the  Surgical 
Service  was  consulted  and  the  patient  was 
admitted  to  our  service  on  August  23,  1995. 

On  physical  examination  the  patient 
appeared  to  be  a cachectic  middle-aged  male 
in  no  acute  distress.  He  was  afebrile  and  vital 
signs  were  stable.  HEENT  showed  icteric- 
sclera.  The  abdomen  was  soft  with  some  mild 
tenderness  in  the  lower  quadrant;  an  umbili- 
cal hernia  was  noted.  Telangiectasia  was 
noted.  The  liver  span  was  approximately  8 
cms.  in  the  mid-clavicular  line.  Bowel  sounds 
were  present.  There  was  clubbing  of  the  fin- 
gernails; bilateral  3+  pitting  edema  of  the 
lower  extremities  to  the  level  of  the  mid-tibia. 
Spider  angiomas  were  noted.  The  patient's 
skin  was  icteric.  Laboratory  values  were  sig- 
nificant for  total  bilirubin  of  15.2;  AST  148; 
ALT  55;  alkaline  phosphatase  191;  amylase 
130;  CBC  was  within  normal  limits  except 
for  platelets  of  97,000;  PT  was  1 5.2;  PTT  was 
28.5  with  an  INR  of  1.75.  albumin  of  1.4  and 
AFP  of  801. 

HOSPITAL  COURSE 

The  patient  was  admitted  with  the  plan  to 
obtain  a biopsy  for  tissue  diagnosis  of  the 
lesion  and  also  to  relieve  the  obstruction.  It 
was  felt  that  the  patient  was  at  a significant 
risk  for  an  open  operation  with  his  associated 
liver  disease  and  coagulopathy  (PT/PTT 
16.4/31.8).  The  plan  was  therefore  for  a 
laparoscopic  approach.  After  correcting  his 
coagulopathy  the  patient  was  brought  to  the 
operating  room  on  08/24/95.  He  underwent 
an  exploratory  laparoscopy  with  laparoscopic 
liver  biopsy,  laparoscopic  cholecystostomy 
and  repair  of  umbilical  hernia.  On  entering 
the  abdominal  cavity  to  repair  the  umbilical 
hernia,  a large  varicosed  umbilical  vein  was 
found  to  be  protruding  through.  This  was  iso- 
lated and  ligated.  The  abdominal  cavity  was 
entered  and  a significant  amount  of  ascitic 
fluid  was  obtained.  At  this  point  a Hasson 


July  1996 


303 


LAPAROSCOPIC 

CHOLECYSTOSTOMY 


Figure  1.  Preoperative  CAT  Scan  showing  dilated 
gallbladder  and  intrahepatic  mass. 


trocar  was  introduced  under  direct  visualiza- 
tion and  secured  in  place;  pneumoperitoneum 
was  established.  The  liver  was  found  to  be 
quite  cirrhotic  and  a large  distended  gallblad- 
der was  visualized.  At  this  point  an  ultra- 
sound probe  was  introduced  which  revealed  a 
large  distended  gallbladder  with  a significant 
amount  of  sediment.  The  tumor  was  felt  to  be 
localized  posterolaterally  to  the  gallbladder, 
but  biopsies  were  not  able  to  be  obtained  due 
to  the  gallbladder's  significant  distention 
obstructing  the  mass.  At  this  time  the  deci- 
sion was  made  to  percutaneously  drain  the 
gallbladder.  This  was  done  by  introduction  of 
a large  10  mm.  stainless  steel  needle  (Veress) 
and  roughly  300  cc’s  of  sludge  and  bile  were 
properly  drained.  An  intraoperative  cholecys- 
togram  was  done  at  this  time  which  failed  to 
demonstrate  any  drainage  beyond  the  gall- 
bladder. Therefore,  the  decision  was  made  to 
proceed  and  perform  a cholecystostomy  for 
drainage.  This  was  done  utilizing  the  Flexi- 
flow  gastrostomy/jejunostomy  laparoscopic 
tube  system  (Ross  Laboratories).  By  intro- 
duction of  the  T-tip  wires  around  our  previous 
insertion  hole  for  drainage,  those  were  prop- 
erly secured.  At  this  point  the  guide  wire  was 
introduced  utilizing  the  Seldinger  technique. 
We  progressively  dilated  and  were  able  to 
secure  in  place  a #18  French  cholecystostomy 
tube  which  was  properly  inflated  distally  with 
the  balloon  and  secured  in  placed  with  the 
previous  T-wire.  After  doing  this  procedure. 


Figure  2.  Positioning  of  T-Fasteners  with  progres- 
sive placement  of  cholecystostomy  tube  & eventual 
opposition  of  gallbladder  wall  to  anterior  abdomi- 
nal wall. 

the  gallbladder  was  properly  decompressed 
and  a liver  tumor  was  now  easily  visualized. 
Biopsies  were  obtained  utilizing  a TruCut 
needle;  these  were  sent  for  frozen  section 
which  revealed  hepatocellular  carcinoma. 
There  was  no  evidence  of  bleeding.  After  irri- 
gation and  removal  under  direct  visualization 
of  the  trocars  the  abdomen  was  properly 
closed.  The  patient’s  condition  slowly 
improved  and  he  was  discharged  home  on 
POD  #7.  His  postoperative  hospital  course 
was  significant  for  a three-day  stay  in  the 
ICU  and  the  requirement  of  multiple  units  of 
blood  and  FFP. 

DISCUSSION 

To  our  knowledge  this  is  the  first  reported 
case  of  a laparoscopic  cholecystostomy  in  the 
United  States.  We  feel  that  we  have  benefit- 
ted  this  patient  greatly  by  not  exposing  him  to 
an  open  operation  with  his  associated  liver 
disease  and  coagulopathy  with  an  Albumin  of 
1.4  on  admission.  We  were  able  to  place  a 
laparoscopic  cholecystostomy  tube  and  in 
doing  this  were  able  to:  (1)  establish  a tissue 
diagnosis  which  was  unsuccessful  in  the  past; 
(2)  decompress  his  gallbladder  and  therefore 
decrease  his  future  risk  of  ascending  cholan- 
gitis; and  most  importantly  (3)  treat  this 
man's  symptoms  and  alleviate  his  discomfort. 
This  is  a patient  with  end-stage  hepatocellular 
carcinoma  who  is  clinically  improved  sec- 
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ondary  to  biliary  decompression.  The  patient 
was  able  to  be  discharged  home  on  postopera- 
tive day  #7  and  has  been  doing  well  in  fol- 
low-up. We  feel  that  this  is  an  excellent  pro- 
cedure in  a select  group  of  patients. 

CONCLUSION 

Laparoscopic  cholecystostomy  is  a tool  avail- 
able for  surgeons.  When  chosen  for  a select 
group  of  patients  it  can  be  an  effective  means 
of  treating  biliary  disease.  It  allows  a safe 
means  of  decompressing  the  gallbladder.  We 
feel  this  approach  will  be  most  beneficial  for 
patients,  such  as  the  one  described  above,  in 
whom  a bigger  procedure  carries  an  unac- 
ceptable risk.  □ 
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Edema  is  a manifestation  of  a host  of  clinical 
entities  ranging  from  benign  to  life-threaten- 
ing. In  each  it  is  the  result  of  a complex  inter- 
play of  mechanisms.  The  nephrotic  syn- 
drome, congestive  heart  failure  and  cyclic 
edema  of  women  are  illustrations  of  different 
fundamental  processes  responsible  for  edema. 
These  will  be  discussed  including  therapy 
based  on  the  predominant  derangement  in 
each  of  these  entities.  Renal  salt  retention 
must  occur  to  allow  edema  formation.  How- 
ever, this  may  occur  at  the  end  of  a chain  of 
events  beginning  in  the  myocardium  and 
including  the  renin-angiotensin,  aldosterone 
systems,  systemic  and  localized  in  tissue,  as 
well  as  involvement  of  kallikrein-kinin,  the 
prostaglandin  and  the  sympathetic  nervous 
system  with  its  complex  vaso-regulating 
reflexes.  Salt  retention  commonly  begins  in 
the  kidney  but  again  involves  vascular,  hor- 
monal and  sympathetic  activity  that  is 
remarkably  complex.  Capillary  permeability 
may  lead  to  edema  but  compensation  by  many 
of  the  factors  above  leads  to  its  regulation. 

The  control  of  edema,  whatever  its  origin, 
involves  all  of  the  factors  that  allow  preserva- 
tion of  life  made  possible  by  stabilizing  the 
“internal  environment”  in  which  we  live. 
Any  discussion  of  edema,  therefore,  must 
focus  on  those  mechanisms  thought  to  be  pre- 
dominant in  that  particular  clinical  entity. 

THE  NEPHROTIC  SYNDROME 

Hypoalbuminemia,  the  hallmark  of  the 
nephrotic  syndrome,  was  responsible  for  the 
“underfill”  theory  of  the  nephrotic  syndrome. 
That  is,  significantly  decreased  serum  albu- 
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min  led  to  decreased  oncotic  pressure  and, 
therefore,  to  increased  transudation  into  inter- 
stitial space  from  the  arterial  side  of  the  capil- 
lary because  of  the  increased  gradient 
between  intra-capillary  hydrostatic  and  oncot- 
ic pressures.  Lymphatic  vessels  lacked  the 
capacity  to  remove  this  increased  interstitial 
load  with  clinical  edema  the  consequence. 
Kidneys  remain  intact.  Salt  retention  occurs 
in  a manner  identical  to  any  other  hypov- 
olemic state  characterized  by  increased  renal 
vascular  resistance  and  sympathetic  tone, 
increased  proximal  reabsorption  of  fluid  and 
activation  of  the  renin-angiotensin-aldos- 
terone system  with  distal  salt  recovery  as 
well.  However,  this  sequence  has  been  chal- 
lenged. Patients  with  analbuminemia  are,  as  a 
rule,  not  edematous.1  In  two  patients  studied 
by  this  group  plasma  osmotic  pressure  was 
reduced  from  the  normal  of  25-30  to  10-14 
mmHg.  Neither  patient  was  edematous.  GFR 
was  normal  and  there  was  no  decreased  renal 
plasma  flow.  No  disturbance  of  water  and 
electrolyte  balance  was  observed.  Further  evi- 
dence that  hypoalbuminemia  per  se  is  not  the 
predominant  factor  in  nephrotic  edema  is  the 
observation  that  decreases  in  plasma  protein 
of  33  percent  in  dogs  produced  by  plasma- 
pheresis did  not  affect  blood  or  plasma  vol- 
ume and  decreased  blood  pressure  only 
slightly.  With  protein  decreased  by  68  percent 
blood  pressure  fell  and  hyporeninemia  and 
hypovolemia  were  noted.  These  changes  are 
compatible  with  “underfill”  edema.2  It  seems 
most  likely  that  the  underfill  mechanism 
plays  a role  in  edema  formation  only  with 
very  severe  reduction  of  oncotic  pressure. 

Further  evidence  against  hypoalbuminemia 
as  the  sole  factor  in  edema  is  the  fact  that 
plasma  volume  expansion  and  sodium  reten- 
tion is  necessary  for  edema  formation  in  rats 
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with  Heymann  nephritis  with  partial  renal 
ablation.3  Humphreys  has  reviewed  the  mech- 
anisms of  nephrotic  edema  including  the  mul- 
tiple hormonal  and  renal  causes  of  salt  reten- 
tion.4 Of  particular  interest  is  his  observation 
that  Atrial  Natriuretic  Factor  (AFN)  is  high  in 
the  nephrotic  syndrome  defining  the  syn- 
drome as  a condition  of  ANF  resistance.  Salt 
retention  is  the  consequence  of  resistance  of 
renal  tubular  cells  to  the  salt  losing  influence 
of  ANF.  Rats  with  adriamycin  nephrosis  have 
blunted  excretion  of  sodium  loads  despite 
higher  atrial  natriuretic  factor  levels  than  in 
normal  rats  under  the  same  experimental  con- 
ditions. This  in  turn  was  related  to  blunted 
increase  in  cyclic  GMR  an  indicator  of  ANF 
activity.  When  ANF  is  fixed  to  its  receptor  in 
the  distal  cortical  colleting  tubule  a complex 
series  of  events  is  initiated  including  the  syn- 
thesis of  cGMP  and  inhibition  of  sodium 
transport  from  the  tubular  lumen.  A phospho- 
diesterase is  responsible  for  degradation  of 
cGMP.  When  phosphodiesterase  is  inhibited 
in  rats  with  adriamycin  nephrosis,  normal  salt 
excretion  ensues.  It  seems  possible  that  the 
defect  in  this  specific  nephrotic  syndrome 
may  be  enhanced  PDE-cGMP  activity.3  With 
volume  contraction  the  renin-angiotensin- 
aldosterone  system  probably  has  a role  in  salt 
retention  in  nephrotic  edema.  However,  mul- 
tiple studies  of  the  place  of  this  system  in  ini- 
tiating the  salt  retention  of  the  syndrome  are 
not  clear.  A primary  role  in  salt  retention  is 
unlikely. 

Increased  sympathetic  tone  may  also  blunt 
salt  excretion  in  the  nephrotic  syndrome  and 
renal  sympathectomy  may  return  sodium 
excretion  toward  normal.6 

In  summary,  experimental  as  well  as  human 
nephrotic  syndrome  involves  a defect  in  sodi- 
um excretion  due  to  resistance  to  atrial  natri- 
uretic factor  in  the  cortical  collecting  duct. 
Resistance  seems  initiated  by  increased  activ- 
ity of  phosphodiesterase  (PDE)  that  cleaves  a 
cGMP  to  a substance  inactive  in  sodium 
metabolism.  Increased  sympathetic  tone  and 
implementation  of  the  renin-angiotensin- 
aldosterone  system  as  well  as  change  in  infil- 
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tration  rate  and  proximal  recovery  are  sec- 
ondary phenomena  and  not  the  mechanisms 
of  prime  importance  when  planning  therapy. 
Hypoalbuminemia  is  responsible  for  edema 
only  when  profound. 

CONGESTIVE  HEART  FAILURE 

Kidney  function  in  congestive  heart  failure 
has  previously  been  reviewed  in  this  journal.7 
As  with  the  nephrotic  syndrome,  pathophysi- 
ologic concepts  have  changed  over  the 
decades.  In  1897  Dr.  Ernest  H.  Starling  stud- 
ied heart  failure  with  the  limited  methodology 
available  to  him  at  the  time  and,  realizing  that 
mechanical  factors  alone  were  not  responsi- 
ble for  the  edema  of  heart  failure,  said  that 
“We  must,  therefore,  seek  for  some  other 
explanation  for  dropsy  in  this  disease.”8  Dr. 
Isaac  Starr  in  1943  destroyed  the  right  ventri- 
cles of  dogs  by  cautery.  Surprisingly,  heart 
failure  did  not  follow.  He  said, “One  must 
concede  that  there  may  be  causes  of  conges- 
tive failure  other  than  heart  disease... if  the 
chain  goes  by  way  of  the  kidney  renal 
lesions,  this  might  cause  it.”9 
Further  understanding  of  the  role  of  the  kid- 
ney in  congestive  heart  failure  was  made  fol- 
lowing the  development  of  the  flame  pho- 
tometer by  W.  R.  Domingo,  director  of  the 
soil  laboratory  in  Kampden,  Holland.  His 
purpose  was  analysis  of  sodium  in  soil 
reclaimed  from  the  Zuider  Zee.  But.  for  the 
first  time,  it  allowed  blood  and  urine  sodium 
and  potassium  to  be  easily  measured.10  Dur- 
ing the  next  two  decades  a mass  of  informa- 
tion accumulated  regarding  circulatory  physi- 
ology, salt  and  water  balance  and  exchange  of 
fluid  and  electrolytes  through  cell  mem- 
branes. This  information  was  summarized  by 
Otto  H.  Gauer  and  his  associates.  Their  dis- 
cussion includes  volume  control  by  physical 
and  auto-regulatory  mechanisms  including 
stretch  and  osmo-receptors  and  the  translation 
of  these  messages  into  a neuroendocrine 
mechanism  of  regulation  of  fluid  volume. 
The  details  of  the  kidneys'  participation  in 
heart  failure  were  not  yet  available. 

In  1984  Ichikawa  and  his  associates  con- 
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tributed  a study  that  led  to  better  understand- 
ing and  therapy  of  congestive  heart  failure. 
They  found  that  rats  with  congestive  heart 
failure  due  to  myocardial  infarction  had 
decreased  renal  plasma  flow  but  relatively 
well  maintained  glomerular  filtration  rates. 
There  was  striking  efferent  arteriolar  resis- 
tance that  was  responsible  for  increased  intra- 
glomerular  pressure  and  GFR  maintenance. 
In  addition  there  was  as  much  as  50  percent 
decrease  in  fluid  delivery  from  the  proximal 
tubule  (increased  proximal  reabsorption). 
The  use  of  teprotide,  an  angiotensin  I con- 
verting enzyme  inhibitor,  led  to  return  of  all 
parameters  to  or  toward  normal.  They  con- 
cluded that  renal  cortical  microcirculatory 
and  proximal  tubular  functions  in  rats  with 
congestive  heart  failure  are  profoundly  influ- 
enced by  the  vasoconstrictor  properties  of 
angiotensin  II.  Proximal  tubular  reabsorption 
was  proposed  to  be  due  to  increased  oncotic 
pressure  in  peritubular  capillaries,  this  due  to 
removal  of  water  in  the  course  of  relatively 
high  filtration  rates  with  low  glomerular 
blood  flow." 

One  would  expect,  then,  that  one  of  the  ben- 
efits of  converting  enzyme  inhibition  in  con- 
gestive heart  failure  would  be  decrease  in 
proximal  tubular  salt  and  water  reabsorption 
and  diuresis.  However,  although  normals  may 
exhibit  mild  natriuresis  with  converting 
enzyme  inhibition,12  in  dogs  with  low  output 
failure  with  caval  constriction  ability  to  con- 
serve salt  and  water  is  restricted11  but  the 
reverse  is  true  in  human  congestive  heart  failure. 

In  addition,  the  use  of  converting  enzyme 
inhibitors  blunts  the  diuresis  obtained  with 
furosemide.  Furosemide  increases  angio- 
tensin II  constricting  the  efferent  arteriole 
with  consequent  increased  glomerular  filtra- 
tion rate  as  described  by  Ichikawa.  It  is  pro- 
posed that  CEIs  block  thus  increased  GFR  by 
blocking  conversion  of  angiotensin  I to 
angiotensin  II,  decreasing  saluresis  signifi- 
cantly. For  instance,  on  day  one  after 
furosemide  administration  to  patients  with 
CHF,  sodium  excretion  increased  by  870  per- 
cent and  by  1,172  percent  on  day  two.  But 


pre-treatment  with  captopril  decreased  sodi- 
um excretion  to  623  percent  and  242  percent 
on  days  one  and  two,  respectively.14 

Although  each  of  the  remarkably  complex 
physiologic  elements  of  congestive  heart  fail- 
ure are  reasonably  well  understood,  all  of 
their  relationships  with  each  other  are  not. 
The  clinical  improvement  consequent  to  the 
use  of  converting  inhibitors  in  this  clinical 
entity  are  clear  but  the  mechanisms  of  this 
beneficial  action  are  not.  Certainly  the  renal 
actions  of  CEIs  remain  to  be  elucidated. 

CYCLIC  EDEMA  OF  WOMEN 

A third  form  of  edema,  always  benign,  which 
must  be  distinguished  from  those  related  to 
organic  disease  is  cyclical  edema  of  women. 
This  was  discussed  40  years  ago  by  George 
W.  Thorne  and  his  associates.15  In  an  editorial 
a year  later  Thorne  summarized  the  clinical 
features  of  the  disease.  Maximal  weight  gain 
(more  than  1.4  kg.)  most  frequently  occurred 
during  the  immediate  premenstrual  period  but 
might  occur  in  midcycle  or  following  cessa- 
tion of  menstruation  even  in  post-menopausal 
patients.  Obesity  increases  the  predisposition 
to  cyclical  edema.  Patients  often  exhibit 
deep-seated  psychological  disturbances.16  In 
postulating  etiology  he  mentions  the  well 
known  fact  that  estrogens  and  progesterone 
may  cause  salt  retention  but  there  is  no  evi- 
dence that  a quantitative  change  in  female  sex 
hormones  is  the  critical  factor  in  precipitating 
the  syndrome’s  development.  He  mentions 
hyperaldosteronism  but  believed  this  to  be 
secondary.  The  role  of  antidiuretic  hormone 
is  not  proven.  He  suggests  the  possibility  that 
a subtle  change  in  capillary  permeability 
could  account  for  the  accumulation  of  appre- 
ciable amounts  of  fluid.  He  also  mentions  that 
the  psychological  manifestations  are  so  out- 
standing that  the  disease  might  be  called 
"psychlical  edema.”  Later  it  was  suggested 
that  serum  albumin  catabolism  was  increased 
and  that  serum  albumin  levels  in  these 
women  tended  to  be  low  but  this  has  not  been 
confirmed  by  other  workers.  Gill,  et  al.  also 
measured  the  rate  of  egress  of  albumin  from 
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the  circulation  as  being  high  and  suggested 
this  might  be  due  to  increased  pressure  sec- 
ondary to  an  increase  in  venous  lone  in  these 
patients  secondary  to  their  decreased  plasma 
volume.  They  also  proposed  increased  capil- 
lary permeability  and  mentioned  the  finding 
of  thickened  capillary  basement  membranes 
in  a number  of  patients  as  presumptive  evi- 
dence of  microangiopathy. 17  Capillary 
angiopathy  related  to  diabetes  mellitus  in 
these  women  was  reported  by  Sims  in  women 
with  chemical  diabetes  or  a family  history 
(65%). 18  Whatever  the  cause  of  decreased 
blood  volume,  postural  hypotension  may  be 
present  and.  occasionally,  hypovolemic 
shock.  On  the  other  hand,  during  the  period 
of  salt  retention,  orthopnea  or  even  pul- 
monary edema  may  occur.19  The  role  of  aldos- 
terone and  vasopressin  has  been  examined  by 
many  investigators.  Increased  aldosterone 
levels  are  thought  to  be  secondary  to  volume 
depletion  and  aggravated  by  diuretics. 
Streeten  believed  that  vasopressin  might  play 
a role  in  water  retention  because  of  correction 
of  retention  with  the  first  few  minutes  of 
upright  posture  that  was  improved  by  the 
ADH  antagonist,  alcohol.20 

Recently  a relationship  between  endoge- 
nous opioids  and  cyclic  edema  of  women  has 
been  recognized.  These  compounds  are  found 
in  the  brain  as  well  as  other  locations  and 
consist  of  enkephlins,  endorphins  and  dynor- 
phins  that  may  produce  the  psycho-symp- 
tomatology of  the  syndrome.  They  are 
derived  from  distinctive  precursors  from 
which  a number  of  opiates  and  non-opiates 
are  derived.  An  extensive  review  of  these 
substances  has  been  published.21  Amphet- 
amines are  currently  a standard  drug  used  in 
the  treatment  of  cyclic  edema.22  It  has  been 
proposed  that  this  group  of  drugs  improves 
symptoms  but  in  one  study  they  had  no  effect 
on  increased  enkephlin  levels  found  in  these 
patients.  It  was  suggested  that  the  amphet- 
amines might  directly  act  on  the  adrenal  and 
kidney  rather  than  on  the  hypothalamus-pitu- 
itary axis.  However,  it  was  also  suggested 
that  the  effect  may  have  been  stimulatory  to 


sympathetic  neuronal  function  altering  the 
tone  of  the  microvasculature  of  these 
patients.2' 

DISCUSSION 

The  common  denominator  of  the  edemas  of 
diverse  causes  is  renal  salt  retention.  In  the 
case  of  the  nephrotic  syndrome  resistance  to 
atrial  natriuretic  factor  is  thought  to  be  the 
predominant  cause  of  the  syndrome  regard- 
less of  the  primary  offending  lesion.  In  cases 
of  severe  albumin  depletion  the  more  classi- 
cal theory  of  imbalance  between  hydrostatic 
and  oncotic  pressures  with  hypovolemia  may 
be  involved.  Primary  treatment  is  with  diuret- 
ics with  close  attention  to  electrolytes  and 
volume  status.  The  use  of  serum  albumin  has 
at  times  been  helpful.24  However,  the  effect,  if 
any,  is  often  transient  with  albumin  quickly 
excreted.  Amounts  of  albumin  necessary  for 
effective  therapy  is  extensive.  Its  use  is, 
therefore,  reserved  until  other  measures  fail. 

The  use  of  angiotensin  converting  enzyme 
inhibitors  in  the  treatment  of  congestive  heart 
failure  has  been  well  documented.  Their  renal 
effects  do  not  promote  salt  excretion  but 
instead  modify  salt  excretion  secondary  to  the 
use  of  loop  diuretics.  Furosemide  increases 
glomerular  filtration  rate  by  decreasing  blood 
volume  thereby  stimulating  the  generation  of 
angiotensin  11,  vasoconstricting  glomerular 
capillaries,  increasing  pressure  and,  therefore, 
filtration  rate.  Captopril  decreases  vasocon- 
striction, decreasing  GFR,  preventing  exces- 
sive sodium  loss  with  the  use  of  furosemide. 
The  most  beneficial  effects  of  CEIs  in  heart 
failure  are  cardiac,  not  renal. 

Most  puzzling  of  the  edemas  discussed  is 
idiopathic  edema  of  women.  Although  it  is 
most  often  seen  during  the  reproductive 
years,  no  estrogenic  abnormality  had  been 
noted.  Yet  it  seems  reasonable  that  estrogen 
and  progesterone  must,  in  some  way,  set  the 
stage  for  the  abnormality.  A relationship 
between  endogenous  opioids  and  cyclic 
edema  has  been  noted  but  this  relationship  is 
far  from  clear.  It  is  possible  that  an  opioid 
abnormality  may  prove  to  be  the  apparent 
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psychosomatic  symptomatology  of  these 
patients.  The  effects  of  ephedrine  are  differ- 
ent than  on  normals  in  general  having  a calm- 
ing rather  than  a stimulatory  effect  and  can  be 
effective  in  therapy.  CEIs  may  also  he  helpful 
in  therapy  because  of  the  increment  in  plasma 
renin  and  aldosterone  in  the  upright  posture 
of  these  women.25  Caution  should  be  taken  in 
the  use  of  diuretics  that  exaggerate  the  renin- 
angiotensin-aldosterone  changes  seen  in  this 
setting  but  often  must  be  used  when 
ephedrine  and  captopril  and  supportive  thera- 
py such  as  rest,  support  stockings,  and  a low 
salt  diet  prove  inadequate. 

CONCLUSION 

Edematous  states  secondary  to  different  eti- 
ologies have  been  described,  their  pathophys- 
iology discussed  and  some  therapeutic  mea- 
sures suggested.  □ 
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Cervical  cancer  has  been  treated  with  radia- 
tion therapy  since  the  discovery  of  x-rays  in 
1890s.  Early  cervical  cancer  can  be  effectively 
treated  with  surgery  or  radiation  and  not  infre- 
quently, combinations  of  surgery,  radiation 
and  chemotherapy  are  used.  For  more 
advanced  stages  there  are  numerous  reports 
documenting  the  effectiveness  of  external 
beam  radiation  and  low  dose  rate  brachythera- 
py  for  early  stage  cervical  cancer.123  Tradi- 
tionally cervical  cancer  at  this  institution  has 
been  treated  with  a combination  of  external 
beam  radiation  and  low  dose  rate  brachyther- 
apy.4  Recently  reports  began  to  appear  verify- 
ing the  effectiveness  of  high  dose  rate 
brachytherapy  (HDRB)  (with  external  beam 
radiation)  in  the  treatment  of  cervical  can- 
cer.56 Remote  afterloading  HDRB  techniques 
have  been  in  use  in  Europe  and  in  Asia  for 
nearly  four  decades  and  offer  many  advan- 
tages over  traditional  low-dose-rate  (LDR) 
brachytherapy  in  treatment  of  cervical  carci- 
noma. Radiation  exposure  of  medical  person- 
nel is  eliminated,  general  anesthesia  and  OR 
time  is  avoided,  and  patient  immobilization 
time  is  short,  precluding  complications  that 
often  resulted  from  prolonged  bed  rest  such 
as  pulmonary  emboli.  Since  the  source  posi- 
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tioning  and  dwell  times  of  the  source  can  be 
controlled  and  optimized  for  each  insertion, 
the  treatment  planning  and  dosimetry  are 
more  exact.  Finally,  since  the  entire  proce- 
dure is  done  on  an  outpatient  basis,  there  is 
better  patient  acceptance  and  the  costs  are 
reduced.  In  March  of  1991  a Neuletron  High 
Dose  Rate  Brachytherapy  (HDRB)  unit  with 
a 10  Millicurie  Iridium  92  source  was 
installed  at  the  Center  for  Cancer  Treatment 
and  Research.  Thereafter,  patients  with  cervi- 
cal cancer  have  been  treated  with  HDRB, 
alone  or  in  combination  with  external  beam 
irradiation.  The  treatment  techniques  were 
based  on  previous  experience  using  low  dose 
rate  brachytherapy.  HDRB  techniques,  treat- 
ment strategies  and  preliminary  results  in 
treating  cervical  cancer  were  analyzed. 

PATIENTS  AND  METHODS 

Between  April  of  1991  and  March  of  1995, 
57  patients  with  cervical  carcinoma  were 
treated  with  High  Dose  Rate  Brachytherapy 
at  the  Center  for  Cancer  Treatment  and 
Research  at  Richland  Memorial  Hospital  in 
the  Department  of  Radiation  Oncology.  Four 
patients  were  treated  palliatively  while  53 
patients  treated  with  curative  intent  using 
HDRB  and  have  been  followed  from  six  to  63 
months. 

The  patients’  characteristics  are  listed  in 
Table  1.  Fifty-one  patients  presented  with 
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TABLE  1 

Patient  Characteristics 

Stage 

Histology 

la  3 

lb  25 

I la  4 

lib  8 

Ilia  1 

lllb  10 

IVa  3 

IV  1 

unstaged  2 

Squamous  Cell  ca  47 

adeno  Carcinoma  7 

Large  Cell  1 

Small  Cell  2 

Race 
Black  31 
White  24 

Age:  Ramie  Follow  up 

26  yrs  - 90  yrs  6-63  mths 

mean  46  mean  1 2 mths 

undetermined 

2 

bleeding.  Six  patients  presented  without 
bleeding  but  with  abnormal  pap  smears  and 
one  patient  presented  with  pain  only.  Eigh- 
teen patients  had  some  form  of  surgery  prior 
to  referral,  (either  a vaginal  hysterectomy  or 
total  abdominal  hysterectomy  and  bilateral 
salpingo-oophoreetomy).  Each  patient  had  a 
complete  workup  and  staging  (when  possible) 
that  included  a complete  history  and  physical 
examination,  CBC,  SMAC.  CT  of  the 
abdomen  and  barium  enema. 

TREATMENT 

External  beam  radiation  using  18  MV  pho- 
tons with  and  without  chemotherapy  was 
delivered  to  most  patients  prior  to  the  HDRB. 
The  external  beam  irradiation  technique  that 
has  been  previously  deseribed  was  utilized.4 
The  dose  delivered  by  external  beam  depend- 
ed upon  the  stage,  the  volume  of  tumor,  and 
the  rate  of  regression.  Chemotherapy  was 
delivered  in  most  advanced  stages  and  was 
given  at  the  discretion  of  the  referring  GYN 
Oncologist.  The  chemotherapy  most  fre- 
quently used  was  Hydroxyurea  prior  to  and 
during  the  course  of  radiation.  Occasionally 
intravenous  Cisplatin  and  5 FU  were  given  at 
the  beginning  of  external  beam  radiation. 


The  HDRB  treatment  consisted  of  place- 
ment of  the  afterloading  applicators  (usually 
tandem  and  ovoids)  in  an  examining  room 
located  in  the  Department  of  Radiation  Oncol- 
ogy. The  patients  generally  required  light 
sedation,  most  commonly  with  intravenous 
Demerol,  Phenergan,  and  Versed.  A Nucletron 
Fletcher-Suit  tandem  and  colpostat  system 
was  inserted  whenever  possible,  primarily  if 
the  patient  had  not  received  surgery  and  if  the 
patient’s  anatomy  was  adequate.  A Foley 
catheter  was  placed  into  the  bladder  with 
renografin  in  the  bladder  bulb  for  dosage  cal- 
culation. The  afterloading  devices  were 
packed  in  place,  normally  with  iodoform 
gauze.  Frequently  a rectal  retractor  was  placed 
beneath  the  tandem  and  ovoids  to  displace  the 
rectum  posteriorly,  decreasing  the  dosage  to 
the  anterior  rectal  wall.  A flexible  rectal  probe 
was  placed  into  the  rectum,  to  help  visualize  it 
for  dose  calculations.  When  the  patient’s 
anatomy  would  not  allow  placement  of  tan- 
dem and  ovoids,  cylinders  were  placed  at  the 
back  of  the  vagina  and  similarly  immobilized. 
The  patient  was  then  moved  to  simulation  and 
dosimetry  where  appropriate  x-rays  were 
taken  to  confirm  adequate  placement  of  the 
system  and  for  dosage  calculations. 

Patients  were  then  transported  to  the  treat- 
ment vault  while  the  dosimetry  calculations 
were  performed.  The  radiation  therapy  dose 
was  generally  6 Gy  per  fraction  to  point  A, 
which  by  definition  was  2 cm  superior  to  and 
2 cm  lateral  to  the  cervical  os  and  generally 
coincides  with  intersection  of  the  ureter  and 
uterine  artery.  Dosages  were  also  calculated 
at  the  lateral  pelvic  side  wall  or  lymph  node 
areas  as  well  as  to  the  rectum,  bladder  or  any 
other  specific  points  determined  prior  to  each 
treatment.  (The  aim  was  to  keep  the  bladder 
and  rectal  doses  to  50-60  percent  of  the  dose 
to  point  A.)  The  total  dosage  from  the  HDRB 
was  coordinated  with  the  external  beam  radi- 
ation. The  higher  the  external  beam  dose,  the 
lower  the  contribution  from  HDRB.  Most 
patients  received  6-6.5  Gy  (per  insertion)  to 
point  A (24  patients).  Fifteen  patients 
received  5 Gy  to  point  A.  Fifteen  patients 
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TABLE  2 

TREATMENT  POLICY 

STAGE 

EXTERNAL 

HDRB  DOSES  TO  POINT 

PARAMETRIAL 

lb 

BEAM  DOSES 

A OR  OTHER  DESIGMATED  BOOST 

POINT 

small  volume 

2340cGy/l  3 fx 

6 Gy  X 5 

+ 

large  volume 

I lb 

4140cGy/23  fx 

6 Gy  X 5 

± 

small  volume 

2340cGy/13  fx 

6 Gy  X 5 

+ 

large  volume 

I la 

4140cGy/23  fx 

6 Gy  X 5 

+ 

small  and  large 
volume 

4l40cGy/23  fx 

6 Gy 
(3-4) 

+ 

Ilia 

5040/23  fx 

6 Gy 
(3-4) 

+ 

Illb 

5040/23  fx 

6 Gy 
(3-4) 

± 

IVa 

5040/23  fx 

6 Gy 
(3-4) 

± 

(Parametrial  boost  to  5000  cGy  with  Ne 

gative  Pelvic  nodes  and  5500  - 6000 

cGy  with  + nodes) 

received  7-7.5  Gy  to  point  A.  The  other 
patients  were  treated  to  3.5  Gy  to  point  A or 
other  points  as  deemed  necessary  by  the 
physician.  The  HDR  tandem  and  ovoids  were 
then  attached  to  the  High  Dose  Rate  Nucle- 
tron  Unit  which  houses  the  high  intensity 
iridium  source.  The  typical  treatment  lasts 
from  six  to  10  minutes  and  the  overall  pro- 
cess from  anesthesia  and  sedation  to  removal 
of  the  system  involved  one  to  one  and  one- 
half  hours  of  patient  time.  The  patient  was 
observed  in  the  patient  holding  area  and  was 
able  to  leave  for  home  within  one  to  two 
hours  after  treatment.  This  procedure  was 
repeated  at  seven  to  10  day  intervals  for  three 
to  six  treatments  depending  upon  the  central 
disease  and  the  amount  of  external  beam  radi- 
ation dose  received  (Table  2).  Supplemental 
radiation  was  given  to  point  B or  the  pelvic 
sidewalls  when  necessary.  The  midline  or 
areas  of  high  dose  from  the  brachytherapy 
were  shielded  during  this  latter  boost  therapy. 

Follow  up  has  been  managed  by  the  Depart- 
ments of  Radiation  and  GYN  Oncology  inde- 
pendently. The  Department  of  Radiation 


Oncology  followed  the  patients  for  a short 
time,  usually  one  to  three  visits  to  assess 
tumor  status  and  acute  and  subacute  radiation 
reactions  and  complications.  Long  term  fol- 
low up  was  managed  by  the  department  of 
GYN  Oncology.  All  patients  treated  with 
curative  intent  had  a minimum  six  months 
follow  up  and  a median  follow  up  of  12 
months. 

RESULTS 

Five  patients  were  treated  palliatively  to  con- 
trol symptoms  (pain,  bleeding,  discharge, 
etc).  Two  of  these  five  did  not  complete  stag- 
ing evaluation.  Two  others  were  Stage  III-B 
and  one  was  Stage  IV-B.  (See  Table  3)  Of  the 
remaining  52  patients,  38  (73.1%)  were  alive 
NED  (no  evidence  of  disease)  at  a median 
follow  up  of  12  months.  Nine  additional 
patients  (17.3%)  treated  with  curative  intent 
were  alive  with  disease  and  five  (9.6%)  were 
either  dead  or  lost  to  follow  up  (disease  status 
unknown).  Early  stage  disease  (IA  and  IB) 
responded  most  favorably  with  85.7  percent 
alive  without  evidence  of  disease. 
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TABLE  3 

STATUS  OF  DISEASE  AT  LAST  FOLLOW  UP 

STAGE 

ALIVE  WITH  NO 

ALIVE  WITH 

LAST  FOLLOW  UP/DEAD/ 

EVIDENCE  OF  DISEASE 

EVIDENCE  OF  DISEASE 

DISEASE  STATUS  UNKNOWN 

la 

3/3 

(100%) 

lb 

21/25 

(84%) 

3 

1 

11a 

1/4 

(25%) 

1 

2 

lib 

6/8 

75% 

1 

1 

Ilia 

3/5 

60% 

1 

II  lb 

6/10 

60%  (75%)  2 

[21 

IVa 

1/3 

33% 

1 

1 

IVb 

0/1 

[1] 

unstaged 
or  recurrent 

[11 

m 

38 

57%) 

10 

9 

[ ] Patients  tr 

;ated  palliati vely 

Seven  patients  developed  complications. 
One  patient  had  bowel  irregularity.  One  patient 
(with  Stage  III  B disease)  developed  a central 
recurrence  with  a vesicovaginal  fistula  and 
required  pelvic  exenteration  and  she  is  now 
NED  at  24  months.  One  patient  developed  a 
fissure  near  the  introitus  outside  the  area  of 
high  dose.  The  others  had  central  necrosis. 
These  resolved  with  conservative  management 
or  Hyperbaric  Oxygen  Therapy.  There  have 
been  no  major  bowel  or  bladder  complications. 

DISCUSSION 

Follow  up  is  short.  One  must  observe  these 
patients  for  an  extended  period  to  adequately 
evaluate  local  control  and  complications  from 
therapy.  Other  series  with  longer  follow  up 
have  shown  that  HDRB  is  a viable  alternative 
to  conventional  low  dose  rate  brachytherapy 
for  treatment  of  localized  carcinoma  of  the 
cervix  .7S  Our  results  with  HDRB  are  very 
similar  to  our  previous  reported  results  using 
low  dose  rate  brachytherapy  with  external 
beam  radiation.4  Most  patients  appear  to  pre- 
fer the  outpatient  treatment  over  hospitaliza- 
tion of  two  to  three  days.  Although  the  total 
number  of  treatments  is  increased  with 


HDRB  from  three  to  six  over  low  dose  rate 
brachytherapy  of  two  treatments,  the  overall 
treatment  time  of  one  to  two  hours  (with 
HDRB)  appears  to  compensate  for  the 
increased  number  of  treatments.  Other  advan- 
tages include  the  ability  to  calculate  the 
dosage  to  prescribed  points  prior  to  the  actual 
treatment.  This  allows  one  to  adjust  the  iso- 
dose distribution  within  the  system  if  neces- 
sary prior  to  the  treatment  to  avoid  over  or 
under  dosage  of  treatment  areas.  The  short 
treatment  time  minimizes  movement  of  the 
system  that  can  accompany  prolonged  hospi- 
talization during  a low  dose  rate  procedure. 

At  the  CCTR  6 Gy  per  fractions  of  HDR 
combined  with  External  Beam  Radiation  is 
prescribed  in  most  cases.  Orton1'  also  feels 
this  is  a safe  and  effective  fraction  size  when 
combined  with  properly  adjusted  external 
beam  radiation.  This  issue,  will  continue  to 
be  debated.10 

Controversy  continues  regarding  the  use  of 
HDRB  in  cervical  carcinoma."  However,  the 
results  appear  promising.  Further  evaluation 
will  be  made  as  more  patients  are  treated  and 
followed  for  a longer  period  of  time.  □ 
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PHYSICIAN  RESIDENT  ALERT: 

IF  YOU  COULD  USE  OVER  $25,000  A YEAR- 

ANSWER  THIS  AD. 


The  U.S.  Army’s  Financial  Assistance 
Program  (FAP)  is  offering  a subsidy  of  over 
$25,000  a year  for  training  in  certain  medical 
specialities. 


Here’s  how  it  breaks  down  - an  annual 
grant,  plus  a monthly  stipend  and  reimburse- 
ment of  approved  educational  expenses. 

You  will  be  part  of  a unique  health  care 
team  where  you  will  find  many  opportunities 
to  continue  your  medical  education,  work  at 
state-of-the-art  facilities,  and  receive  outstand- 
ing benefits. 

So,  if  you  are  a physician  resident  who 
could  use  over  $25,000  a year,  contact  an 
Army  Medical  Counselor  immediately. 


800-USA-ARMY 


ARMY  MEDICINE.  BE  ALL  YOU  CAN  BE. 
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The  LUXAR  LX-20SP  CO?  fallows  the 
Genera / Practitioner.  Ophthalmologist.  Gastro- 


enterologist. Gynecologist  and  Podiatrist  to 
directly  perform  a variety  of  common,  minimally 
invasive,  surgical  procedures  in  the  exam  room. 
Combining  the  advantages  of  laser 
precision  with  a familiar,  scalpel-like  feel, 
the  C0Z  laser  provides  a quick  and 
easy-to-use  modality  for  physicians 
seeking  to  increase  patient  capabilities 
and  service  offered  to  patients. 


The  LUXAR LX-205P  CO:  laser  can  be  used 
to  treat  the  following  conditions  in-office: 

- Cosmetic  Skin  Resurfacing 

- Biepharopiasty 

- Hemorrhoids 
-LAUP 

(Laser  Assisted  Uvulopalatoplasty) 

- Warts 

- Skin  Tags 

- Cysts 

- Nail  fungus 

- Condyloma 

(cervical,  anal,  penile,  vaginal) 

- Plantar  warts 

- Basal/Squamous  cell  carcinomas 

- Spider  veins 

- Keloid  reduction 

and  many  other  reimbursable  procedures.. 


The  characteristics  of  laser  energy 
induce  hemostasis,  minimize  edema, 
and  reduce  the  need  for  both 
anesthesia  and  sutures.  Physicians 
and  patients  can  anticipate  a shortened 
procedure  with  less  post-operative 
discomfort  and  risk  of  complications, 
and  a more  comfortable  healing  course. 


Quick  treatment  with  reduced  morbidity 
and  excellent  results  enhances  patient 
acceptance  and  patient  confidence, 
promoting  positive  word  of  mouth  refei 
for  the  practice. 


The  NovaPulse  laser's  second  generation  flexible 
fiber  with  patented  hollow  wave  guide  provides 
effortless  access  to  treatment  sites.  A selection 
of  lightweight  handpieces  with  interchangeable 
tips  allows  easy,  precise  direction  of  the  laser 
beam.  With  control  over  every  aspect  of  treatmen 
and  flexibility  suited  to  practitioner  and  patient, 
cosmetic  skin  resurfacing  with  the  NovaPulse 
superpulsed  C02  laser  is  an  attractive  new  option 
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LASER  TRAINING  COURSE  AND  CERTIFICATE 
PROVIDED  BY  LUXAR  CONTINUING  EDUCA  DON  FACULT 


For  Free  InMmlim  Packetand  Vii 


Call  1-800-338-5352 


LUXRR 


CORPORATION 


19204  North  Creek  Pkwy.,  Bothell,  WA  98011-8009 
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MEDICARE  UPDATE 


July  1996 


The  July  1996  Medicare  Advisory  contains  important 
information  about  various  issues  such  as  anesthesia  mod- 
ifiers, services  which  must  be  filed  hardcopy  rather  than 
electronically,  internal  medicine  and  surgery  workshops, 
stem  cell  transplantation,  and  much  more. 

Monthly  Physician  Teleconference  to  Begin  in  July. 
In  an  effort  to  directly  reach  the  physician  community  to 
address  your  concerns.  Medicare  has  established  the 
Medicare  Physician  Teleconference  to  be  broadcast  each 
month  over  the  Health  Communication  Network.  David 
Sheridan,  MD,  MS,  Medicare  Medical  Director,  will 
review  coverage  criteria,  billing  instructions,  and  other 
changes  to  the  Medicare  program  which  affect  physicians 
directly.  You  will  also  be  able  to  call  or  fax  questions  for 
Dr.  Sheridan  to  answer  during  the  session.  The  dates  for 
the  next  three  Medicare  physician  teleconferences  are:  July 
16,  August  27,  and  September  24, 1996.  The  teleconfer- 
ences will  run  from  8:00  am  to  9:00  am.  The  July  1996 
Medicare  Advisory  lists  the  facilities  which  are  equipped 
to  receive  the  teleconference.  However,  unless  there  is  an 
interest,  not  all  facilities  will  carry  the  broadcast.  If  you 
are  interested  in  attending  the  teleconference  at  on-sites, 
please  contact  the  facility  as  soon  as  possible. 

Electronic  Funds  Transfer  Now  Available  to  All 
Providers:  With  Electronic  Funds  Transfer  (EFT),  all  your 
Medicare  payments  are  automatically  deposited  direct- 
ly into  your  savings  or  checking  account.  Your  money  is 
posted  to  your  bank  within  two  working  days  of  the  remit- 
tance check  date.  Effective  July  1 , 1996,  EFT  is  available 
to  all  providers.  All  providers,  both  paper  and  electron- 
ic, can  now  participate  in  EFT!  Even  though  your  deposit 
is  electronic,  you  will  still  receive  a paper  remittance 
notice.  Please  refer  to  your  July  1996  Medicare  Adviso- 
ry for  information  on  how  to  enroll  in  the  EFT  program. 

Anesthesia  Update:  Medicare  experienced  a system 
problem  which  incorrectly  processed  electronic  claims 
for  anesthesia  services  received  between  April  1, 1996 
and  May  2, 1996.  The  system  problem  changed  the  num- 


ber reported  in  the  days/units  field  to  zero.  Medicare  has 
adjusted  only  those  claims  which  were  processed  with 
zero  units.  If  you  do  not  receive  a provider  remittance 
notice  showing  an  adjustment  by  July  1 , 1996,  please  call 
the  Medicare  Part  B Provider  Service  Center  at  (803)  788- 
5568.  Claims  received  on  and  after  May  3,  1996,  have 
processed  correctly.  If  your  anesthesia  claim  processed 
in  error  with  one  or  more  units  reported  in  the  days/units 
field,  you  must  send  a copy  of  your  provider  remittance 
notice  to  the  Medicare  Part  B Provider  Service  Center  for 
reprocessing. 

Injectable  Drus  Fee  Schedule  Update:  The  July  1996 
Medicare  Advisory  contains  an  updated  injectable  drug 
fee  schedule.  The  injectable  drug  fee  schedule  is  based 
on  the  average  wholesale  price  (AWP).  In  cases  where 
the  AWP  was  less  than  $1.00,  Medicare  has  historical- 
ly raised  the  participating  fee  amount  to  $ 1 .00  per  HCFA 
policy.  However,  beginning  with  this  fee  schedule  update, 
Medicare  is  publishing  the  actual  AWP.  For  participat- 
ing providers,  the  allowed  will  be  the  AWP  times  the 
number  of  units,  or  $ 1 .00,  whichever  is  greater.  The  non- 
participating  allowance,  as  always,  will  be  95  percent  of 
the  participating  allowance. 

Limiting  Charge  Note:  If  the  nonparticipating  allowance 
is  $0.95  or  less,  the  limiting  charge  will  be  $1.09.  If  the 
allowance  is  greater  that  $0.95,  the  limiting  charge  will 
be  1 15  percent  of  that  amount. 

Teaching  Physician  Policy  Effective  July  1.  1996: 
HCFA  has  recently  issued  the  following  instructions  to 
implement  the  new  Medicare  teaching  physician  policy. 
The  new  policy  is  effective  for  services  furnished  on  or 
after  July  1, 1996.  Medicare  will  pay  for  physician  ser- 
vices furnished  in  teaching  settings  under  the  physician 
fee  schedule  only  if  either  of  the  following  conditions 
exist: 

• The  services  are  personally  furnished  by  a physician 
who  is  not  a resident,  or 

(Continued  on  page  2) 


MEDICAID  UPDATE 


M edicaid  Pro  vider  Manual:  The  Department  of  Health 
and  Human  Services  (DHHS)  is  pleased  to  announce  that 
the  1996  edition  of  the  Medicaid  Provider  Manual  has 
been  mailed  to  providers.  Any  providers  who  have  not 
received  their  manuals  may  contact  their  program  man- 
ager in  the  Department  of  Physician  Services  at  (803) 
253-6134.  Provider  workshops  will  be  scheduled  for  this 
fall  to  review  the  content  of  the  manual.  The  workshops 
will  be  free  of  charge  and  all  Medicaid  providers  will  be 
encouraged  to  attend.  Providers  may  anticipate  a future 
bulletin  with  dates,  times  and  places  of  the  workshops 
once  the  details  have  been  finalized. 


istration  (HCFA)  prior  to  execution. 

The  HMO  program  is  a VOLUNTARY  program  forcer- 
tain  Medicaid  eligible  recipients.  The  Medicaid  eligible 
recipients  will  select  an  HMO  from  a list  of  HMOs  that 
offer  services  in  their  geographic  location.  Medicaid 
recipients  have  a toll  free  telephone  number  (1-888-549- 
0820)  available  to  address  questions  and/or  concerns 
regarding  HMO  enrollment  and/or  managed  care  options 
available  to  the  recipient.  Also  DHHS  will  develop  and 
make  available  educational  materials  to  inform  Medic- 
aid recipients  of  the  managed  care  programs  available  in 
their  area. 


Billing  Workshop:  The  Department  of  Physician  Ser- 
vices will  offer  their  next  basic  billing  workshop  on 
August  7, 1996,  at  12:30  pm.  The  workshops  are  designed 
for  new  billing-staff  and  new  providers  in  the  SC  Med- 
icaid Program.  The  workshop  will  be  held  in  the  second 
floor  training  room  in  the  Jefferson  Square  Plaza  at  1 801 
Main  Street  in  Columbia.  Due  to  limited  training  space, 
reservations  are  required.  Please  contact  your  program 
manager  at  (803)  253-6134  to  reserve  a space.  The  basic 
billing  workshops  are  offered  free  on  a quarterly  basis. 

Medicaid  Health  Maintenance  Organization  (HMO) 
Program:  Effective  on  or  after  July  1, 1996,  the  DHHS 
will  begin  contracting  with  HMOs  licensed  and  head- 
quartered in  South  Carolina.  The  HMOs  will  be  reim- 
bursed a monthly  capitation  payment  for  a core  set  of 
medical  services.  Each  HMO  will  be  required  to  be 
licensed  by  the  SC  Department  of  Insurance  and  must 
sign  a contract  with  the  DHHS.  Each  HMO  contract  must 
also  be  approved  by  the  Health  Care  Financing  Admin- 


The HMOs  must  establish  and  maintain  an  adequate 
provider  network  and  a sufficient  number  of  in-area  refer- 
ral providers  to  ensure  that  all  contracted  services  are 
available  and  accessible  in  a timely  manner. 

Further  details  regarding  the  Medicaid  Managed  Care 
Program  will  be  available  in  a forthcoming  bulletin. 

Ambulatory  Visits:  The  fiscal  year  for  the  DHHS  runs 
from  July  1 through  June  30.  Medicaid  patients  (age  21 
and  older)  are  limited  to  12  ambulatory  care  visits  per 
year,  commencing  with  dates  of  service  on  or  after  July 
1 of  each  year.  Medicare/Medicaid  recipients,  family 
planning  recipients,  and  children  under  the  age  of  2 1 are 
exempt  from  this  limitation.  Edit  977  (ambulatory  vis- 
its exceeded)  will  be  assigned  to  any  visits  over  the  limit 
of  12.  Please  refer  to  the  edit  explanation  in  Chapter  300 
for  the  handling  of  this  edit.  □ 


MEDICARE  UPDATE  (Continued) 


• The  services  are  furnished  jointly  by  a teaching  physi- 
cian and  resident  or  by  a resident  in  the  presence  of 
a teaching  physician  with  certain  exceptions  as  pro- 
vided below. 

In  both  situations,  the  services  of  the  resident  are  payable 
through  either  the  direct  GME  payment  or  reasonable  cost 
payment  made  by  the  fiscal  intermediary. 

Exceptions:  Medicare  will  pay  teaching  physician  claims 
for  services  furnished  by  residents  without  the  presence 
of  a teaching  physician  for  only  the  E/M  codes  listed 
below.  When  a GME  program  is  granted  the  primary  care 
exception,  the  exception  applies  to  the  following  lower 
and  mid-level  codes:  99201, 99202, 99203, 99211, 99212, 
and  992 1 3.  For  this  exception  to  apply,  a center  must  attest 


to  Medicare  in  writing  that  five  conditions  are  met  for  a 
particular  residency  program.  Those  conditions  are  list- 
ed in  the  July  1996  Medicare  Advisory. 


The  July  1996  Medicare  Advisory  explains  in  detail  the 
specific  requirements  and  polices  for  documentation  of 
E/M  codes;  surgery;  anesthesia;  endoscopy  procedures; 
interpretation  of  diagnostic  radiology  and  other  diagnostic 
tests;  psychiatry,  time-based  codes;  other  complex  or 
high-risk  procedures;  assist  at  surgery  services;  and  other 
issues.  Please  refer  to  your  July  1996  Medicare  Adviso- 
ry for  more  information.  If  you  have  any  questions  regard- 
ing these  policies,  please  call  the  Medicare  Part  B 
Provider  Service  Center  at  (803)  788-5568.  □ 
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SCMA  WORKSHOPS 


“How  to  Run  a More  Profitable  Practice,”  presented  by 
Conomikes  Associates,  will  show  you  98  proven  ways 
to  maximize  revenues,  reduce  overhead  and  improve 
bottom  line  results.  You  will  learn  what  your  staff  needs 
to  know,  what  your  patients  need  to  learn,  and  how  to 
evaluate  your  managed  care  performance.  Not  only  will 
Conomikes  teach  what  needs  to  be  done  for  your  prac- 
tice, but  you  also  will  take  home  a concrete  plan  of  action 
to  do  it.  This  seminar  will  be  held  at  the  Sheraton  Hotel 
and  Conference  Center  in  Columbia  on  August  14, 19%, 
9:00  a.m.  - 4:00  p.m.  with  registration  beginning  at  8:30 
a.m.  The  registration  deadline  in  July  31,  1996. 

The  SCMA  will  present  a “Compliance  Workshop”  on 
August  22, 1996,  at  the  Sheraton  Hotel  and  Conference 
Center,  9:00  a.m.  - 4:00  p.m.,  with  registration  begin- 
ning at  8:30  a.m.  In  the  morning,  Gary  Thibault  and 
David  Schindler  of  the  Workers’  Compensation  Com- 
mission will  be  presenting  an  overview  of  Workers’ 
Compensation,  updating  you  on  the  recent  changes,  and 
answering  any  questions  you  may  have.  In  the  after- 
noon, Leon  Harmon,  Esq.,  of  Nexsen,  Pruett,  Jacobs  & 
Pollard,  will  cover  the  many  aspects  of  OSHA  com- 
pliance for  the  medical  office,  including  recent  regu- 
latory changes  and  what  to  expect  from  an  inspection. 
The  registration  deadline  is  August  8, 1996. 

For  further  information,  call  Ginny  Comer  at  SCMA 
Headquarters,  extension  253,  in  Columbia  at  (803)  798- 
6207  or  statewide  at  1-800-327-1021 . 


MANAGED  CARE  UPDATE 

American  Medical  Plans  of  South  Carolina  received  its  license  in  February  to  operate  in  South  Carolina  and  has  applied 
to  be  a managed  care  plan  under  the  state’s  Medicaid  program.  It  is  also  trying  to  decide  whether  to  pursue  a com- 
mercial health  maintenance  organization  (HMO).  American  Medical  Plans  is  developing  a hospital  network  and  will 
first  contract  with  hospital  physician  health  organizations  (PHOs)  and  then  go  directly  to  physicians  for  contracts. 

Blue  Cross  and  Blue  Shield  of  South  Carolina  has  become  the  first  company  in  the  state  to  offer  a Medicare  Risk  HMO, 
Prime  Companion.  Blue  Cross  received  approval  in  February  to  market  the  new  HMO  for  people  eligible  for  Medicare 
through  its  Companion  Healthcare  subsidiary. 

Doctors  Health  Plan  received  its  HMO  license  for  South  Carolina  in  March  and  expects  to  begin  enrollment  in  July. 
The  plan  will  serve  York,  Lancaster,  Spartanburg,  Greenville  and  Pickens. 

Kaiser  Foundation  Health  Plan  of  North  Carolina  expects  to  be  licensed  in  South  Carolina  soon  and  to  begin  enrolling 
members  in  the  fall.  The  company  has  applied  for  licensure  in  York,  Lancaster,  Chester,  and  Cherokee  counties. 

AGS  Healthplan  has  filed  for  a commercial  HMO  license  and  also  plans  to  participate  in  Medicaid.  AGS  is  owned 
by  the  business  arms  of  Greenville  Hospital  System,  Anderson  Medical  Center,  and  Spartanburg  Regional  Medical 
Center. 

(Excerpts  reprinted  with  permission  from  Carolina  Managed  Care) 
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PHYSICIANS  CARE  NETWORK  (PCN) 
UPDATE 

The  SCMA’s  managed  care  network,  Physicians  Care 
Network  (PCN),  is  pleased  to  announce  that  as  of  August 
1 , 1996,  the  15  percent  withhold  on  reimbursement  for 
office  Evaluation  and  Management  visits  and  office  pre- 
ventive care  visits  will  be  completely  discontinued. 

Conway  Hospital,  Beaufort  Memorial  Hospital  and  St. 
Francis  Hospital  have  now  joined  our  other  hospitals  and 
2,800  physicians  who  participate  in  the  PCN. 

PCN  has  now  contracted  with  18  companies  and 
enrolled  over  23,000  lives.  PCN  is  steadily  growing  and 
with  your  continued  participation  and  support  will  con- 
tinue to  become  a huge  success. 

If  you  have  questions  regarding  PCN,  contact  Parker 
Sparrow,  extension  226  or  Cindy  Osborn,  extension  257 
at  SCMA  Headquarters  in  Columbia,  798-6207  or  1- 
800-327-1021  statewide. 


NATIONAL  COALITION  AGAINST  DOMESTIC  VIOLENCE 
SPONSORS  MEDICAL  SEMINAR 


The  National  Goalition  Against  Domestic  Violence  is 
having  its  Seventh  National  Conference  August  4-7, 
1996,  at  the  Francis  Marion  Hotel  in  Charleston.  A 
medical  seminar  scheduled  for  Friday,  August  2, 
1996,  will  kick-off  the  conference.  The  registration 
fee  for  the  medical  seminar  is  $125.  Seminar  topics 
conducted  by  multidisciplinary  national  and  local 
faculty  include:  Domestic  Violence:  The  Bottom 
Line,  The  Contagious  Nature  of  Domestic  Violence, 
ABC’s  of  Domestic  Violence,  Preventing  Violence  in 
Pregnancy,  Elder  Abuse,  The  Different  Models  of 


Medical  Domestic  Violence  Programs,  and  How 
Domestic  Violence  Affects  Children.  Workshop 
sessions  covering  various  aspects  of  domestic 
violence  are  also  scheduled. 

To  register  for  the  seminar,  please  send  your  name, 
address,  phone  number  and  payment  to  the  National 
Coalition  for  Domestic  Violence  stating  that  you  are 
registering  for  the  medical  seminar  to  P.O.  Box 
18749,  Denver,  Colorado  80218  or  call  (303)  839- 
1455.  a 


PHYSICIAN  RECOGNITION  AWARDS 

The  following  SCMA  physicians  are 

recent  recipients  of  the  AMA’s  Physician  Recognition  Award. 

This  award  is  official  documentation  of  Continuing  Medical  Education  hours  earned. 

Bryan  K.  Anderson,  MD 

Katherine  W.  Jones,  MD 

Gary  B.  Anderson,  MD 

Douglas  E.  Kennemore,  MD 

Eugene  E.  Berg,  MD 

Carl  S.  Li,  MD 

Kenneth  A.  Brown,  MD 

Julian  L.  Mason,  MD 

Charles  S.  Bryan,  MD 

Nick  J.  McLane,  MD 

Ponce  D.  Bullard,  MD 

Peter  J.  Neidenbach,  MD 

James  R.  Carroll,  MD 

Harry  H.  Nettles,  MD 

Louis  E.  Costa,  MD 

Bryan  L.  Ohning,  MD 

Bradley  L.  Daley,  MD 

Ralph  S.  Owings,  MD 

Gary  A.  Delaney,  MD 

Gaston  0.  Perez,  MD 

John  L.  Eady,  MD 

Walter  J.  Re  veil,  MD 

Bryan  K.  Ellenberg,  MD 

Andrew  H.  Rhea,  MD 

William  E.  Green,  MD 

Thomas  L.  Roberts,  MD 

Samuel  T.  Haddock,  MD 

Abdol  A.  Sartipzadeh,  MD 

Richard  K.  Harding,  MD 

Brandon  R.  Sick,  MD 

Gerald  E.  Harmon,  MD 

Warren  G.  Tucker,  MD 

Edwin  C.  Hentz,  MD 

Thomas  A.  Whitaker,  MD 

Edgar  0.  Horger,  MD 

David  C.  Williams,  MD 

John  K.  Johnson,  MD 

Robert  A.  Ziff,  MD 
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Guest  editorials  reflect  the  opinions  of  the  authors  and  do  not  necessarily  represent  the  opinions 
of  the  officers  and  trustees  of  the  South  Carolina  Medical  Association. 

— CSB 

MERCURY  POISONING— AN  OLD  AND  ONGOING  PROB- 
LEM WITH  NO  NEW  SOLUTIONS 


It  is  “The  hottest,  the  coldest , a true  healer,  a wicked  murderer, 
a precious  medicine  and  a deadly  poison,  a friend  that  can  flatter  and  lie.  ” 

— J.  Woodall,  1639 


Heavy  metal  poisoning  is  a major  public 
health  and  environmental  problem,  afflicting 
many  people,  animals,  and  plants  all  over  the 
world.  Lead,  mercury,  arsenic,  cadmium,  and 
iron  are  among  the  known  heavy  metals  com- 
monly used  for  the  benefit  of  society.  Unfor- 
tunately, those  benefits  are  eclipsed  by  their 
propensity  for  harm.  For  good  reason.  Unlike 
most  other  types  of  metals,  the  majority  of 
heavy  metals  are  rarely  excreted  from  the 
body  and  thus  are  associated  with  a great 
number  of  health  hazards  related  to  industrial 
wastes  and  environmental  pollutants. 

Of  all  the  types  of  heavy  metals,  mercury  is 
considered  an  extremely  useful  element  that 
has  been  known  and  used  for  thousands  of 
years.  However,  the  toxicity  of  mercury  was 
one  of  the  first  recognized  occupational  haz- 
ard among  miners,  gilders,  workers  in  the  fur 
and  felt  industry  and  physicians.  For  many 
years,  mercury  compounds  were  the  treat- 
ment of  choice  for  syphilis,  congestive  heart 
failure,  constipation,  indigestion,  teething, 
and  hepatitis.  In  addition,  mercury  and  mer- 
curial compounds  have  been  used  as  antisep- 
tic, antiparasitic,  in  thermometers,  barome- 
ters, vacuum  pumps,  and  as  cleaning  solu- 
tions, in  amalgams  fillings,  and  in  adhesives. 
Mercury  has  also  been  used  in  increasing 
amounts  in  the  manufacture  of  electrical 
equipment,  explosives,  chemicals,  in  the  elec- 


trolyte production  of  batteries,  in  the  paper 
and  pulp  industry,  as  antirust  compound  in 
some  naval  vessels,  ink  manufacturing, 
leather  tanning,  and  in  mining  and  ore  pro- 
cessing. Mercury  exists  in  three  forms:  ele- 
mental mercury,  inorganic  salts,  and  organic 
mercury.  Elemental  mercury  vapor  is  by  far 
the  principle  form  in  the  earth’s  atmosphere 
and  accounts  for  most  occupational  expo- 
sures. Salts  of  mercury  have  a wide-range 
application  in  both  medicine  and  industry. 
They  include  mercuric  chloride  (antiseptic 
and  disinfectant),  mercuric  nitrate  (used  in 
felt-hat  industry),  and  mercurous  chloride  or 
calomel  that  is  still  used  in  some  skin  creams 
as  an  antiseptic  and  was  employed  in  the  past 
as  a diuretic. 

But  it  is  the  organic  mercury  compounds 
that  by  far  are  the  most  dangerous.  Of  the 
organic  mercury  compounds,  methylmercury 
is  considered  the  most  toxic  to  the  nervous 
system.  Methylmercury’s  role  in  polluting  the 
environment  is  well  documented.  A vast 
amount  of  study  over  the  past  several  decades 
has  finally  provided  insight  into  many  aspects 
of  its  effect.  Exposure  to  methylmercury  may 
be  through  ingestion  of  poisoned  fish  (most 
common  route)  or  inadvertent  misuse  of  grain 
treated  with  the  poison  as  a fungicide.  Major 
epidemics  have  occurred  in  Japan  (Fetal  Min- 
imata  disease),  Iraq,  Pakistan,  Guatemala, 
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and  Ghana.  Sporadic  incidences  have 
occurred  in  die  United  States  and  Canada. 
Industrial  pollution  of  lakes,  rivers,  and 
streams  has  resulted  in  high  levels  of  the  poi- 
son. The  various  compounds  coming  in  con- 
tact with  the  bottom  mud  of  waterways  are 
converted  to  methylmercury.  This  is  then 
passed  up  the  food  chain  and  concentrated 
several  thousandfold  in  fish  and  shellfish. 
There  is  no  effective  antidote  to  counteract 
the  effect  of  methylmercury  on  the  central 
nervous  system. 

There  is  overwhelming  evidence  from 
experimental  animals  and  in  humans  that 
organic  mercury  can  pass  through  the  placen- 
ta and  adversely  affects  the  fetus  causing  per- 
manent mental  retardation,  blindness  and 
cerebral  palsy.  In  addition,  suckling  infants  of 


poisoned  mothers  may  ingest  the  poison  with 
breast  milk  and  abnormal  neurological  signs 
have  been  detected  in  affected  infants  later  in 
the  childhood  period. 

Epidemiologists,  toxicologists,  physicians, 
dentists,  and  government  regulatory  agencies 
are  all  involved  in  poison  prevention,  early 
recognition,  and  treatment  of  patients  with 
mercury  poisoning.  Dissemination  of  mer- 
cury into  the  aquatic  system  should  be  kept  at 
a minimum,  and  mercury  levels  should  be 
measured  frequently  in  the  environment  of  a 
population  who  are  very  heavy  consumers  of 
fish. 

Sami  B.  Elhassani.  M.  D. 

100  Willow  Lane 

Spartanburg,  SC  29307 
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Call  today! 

Sacramento.  Calif.  1-80O-2S38189 
Atlanta.  Ga  1-000*2.1-5293 
Austin.  Texas  1-000*33-4388 
Youngstown.  ONo  1-8002408096 
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quicken.  And  lets  you  stand  proud.  The 
cats  of  duty. 

You  can  answer  America  s need,  today, 
as  a physician  and  an  officer  in  the  Air 
Force  Reserve.  No  matter  how  busy 
you  are.  you  II  find  time  to  participate  No 
matter  how  full  your  life  is.  you'll  find  the 
adventure  amazing 

Return  the  call  to  serve  your  country,  by 
catling  the  Reserve  office  nearest  you 
today.  WeH  be  waiting 
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Letters  to  t Ije  Editor 


LOITERING 

To  the  Editor: 

On  a beach  in  North  Carolina  there  is  a 
sign:  “No  Loitering.”  I was  wondering  what 
you  would  do  at  a beach  that  was  or  was  not 
“Loitering.”  The  dictionary  defines  loitering 
as  spending  time  unproductively.  At  the 
beach  there  seem  to  be  limited  forms  of  pro- 
ductive activity.  Building  a sand  castle,  sell- 
ing snacks  or  drinks,  and  perhaps  the  activi- 
ties of  a fallen  woman  is  about  the  sum  of 
activities  that  comes  to  mind.  If  you  are  rest- 
ing from  hard  work  that  should  count.  How- 
ever, I wonder  if  the  police  will  demand  that 
you  prove  that  you  are  actually  resting.  Being 
retired,  it  would  be  hard  to  claim  I need  rest.  I 
have  an  idea  that  loitering  involves  holding 
one’s  arm  up  so  the  arm-pit  shows.  I would 
like  to  ask  someone  in  law  enforcement  to 
define  loitering  for  me.  I would  hate  to  be 
arrested  because  I didn't  know  the  definition. 

Frank  Adams,  M.  D. 

10  Round  Spinney 

Seneca,  SC  29672-2256 

ASSISTED  SUICIDE 
To  the  Editor: 

A needless  death — Doug  Milner,  who  died 
last  November  four  days  after  stepping  on  a 


wasp  in  the  family  living  room. 

Thousands  of  other  deaths  (such  as  Lawrence 
Stern,  the  past  editor  of  the  Washington  Post) 
are  needless.  Why  are  they  needless? 

1 . Because  of  a lack  of  education  concern- 
ing the  use  of  epinephrine  (adrenaline) 
that  can  be  used  in  the  case  of  a reaction 
to  an  insect  sting  to  prevent  death  in  the 
event  of  anaphylactic  reaction. 

2.  The  failure  of  states  to  pass  legislation 
to  allow  laymen  to  administer  epine- 
phrine. 

1 have  worked  to  educate  laymen  and  get 
laws  passed  in  states  to  allow  laymen  to 
administer  epinephrine.  Everyone  should 
have  an  emergency  epinephrine  kit.  As  a lone 
crusader,  1 have  been  able  to  get  legislation 
passed  in  20  states.  Texas,  where  Mr.  Milner 
lived,  is  not  one  of  these  states. 

Death  from  a severe  anaphylactic  reaction 
can  occur  in  five  minutes,  which  is  insufficient 
time  to  get  to  medical  aid.  Doug  Milner  was 
unconscious  within  minutes.  Epinephrine 
(adrenaline)  is  the  only  treatment  that  will  save 
a person  suffering  an  anaphylactic  reaction. 

May  the  death  of  Doug  Milner  not  be  in 
vain! 

Claude  A.  Frazier,  M.  D. 

Doctors  Park 
Building  4 
Asheville,  NC  28801 
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NEWMAN  & ASSOCIATES 

Our  Many  Services  Include: 

• Lines  of  Credit  Based  on  Accounts  Receivable 

• Complete  Control  Over  Patient  Statement  Process  Including  Partial  Payment  Handling 
and  Co-Payment 

• Electronic  Billing  to  Most  Major  Payors 


• Unlimited  Fee  Schedules 


• Valuable  Comprehensive  Reports  which  Include  PPO  or  Alternative  Fee  Tracking  and  Insurance 
Tracking-All  with  Various  Sorting  Options  and  Other  User  Defined  Report  Parameters 

- No  more  computer  upgrades  which  are  time  consuming  and  expensive 

- No  more  delays  due  to  absenteeism  and/or  training  new  personnel 

- No  more  problem  of  office  space  due  to  expansion  of  practice 

• Turn  Your  Fixed  “In  House”  Expense  of  Billing  and  Collecting  into  a Variable  Expense 
where  Performance  Determines  your  Cost 

• With  Outsourcing  it  Allows  the  Physician  Time  to  Practice  Medicine  Worry  Free 


• Give  us  a Call  for  a FREE  ANALYSIS  of  Your  Present  Billing  and  Collection  Systems 

CALL  1-800-804-5436  or  (803)  438-4883  TODAY 

Newman  & Associates  is  an  Independent  Representative  of  M BC  Systems 


CREATE  A MEDICAL 
BREAKTHROUGH. 


USAF  Health  Professions 


TOLL  FREE  1-800-423-USAF 


Become  an  Air  Force  physician  and  find 
the  career  breakthrough  you’ve  been 
looking  for. 

• No  office  overhead 

• Dedicated,  professional  staff 

• Quality  lifestyle  and  benefits 

• 30  days  vacation  with  pay  per  year 

Today’s  Air  Force  provides  medical 
breakthroughs.  Find  out  how  to  qualify 
as  a physician  or  physician  specialist. 
Call 
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RALPH  EPHRAIM  ABELL,  M.  D.,  1887-1963 
PRESIDENT,  SCMA,  1934 


Dr.  Abell  was  born  October  12,  1887,  in 
Lowrys,  South  Carolina.  He  attended  both 
Presbyterian  College  and  Davidson  before 
earning  his  M.  D.  Degree  from  the  University 
of  Maryland  in  1912.  From  1912  to  1915.  he 
was  resident  surgeon  of  the  University  Hospi- 
tal in  Baltimore. 

Returning  to  Chester,  he  established  a suc- 
cessful surgical  practice.  In  June  1918,  he 
entered  the  U.  S.  Army  Medical  Corps  as  a 
First  Lieutenant  and  served  in  France  with 
Evacuation  Hospital  No.  26.  He  received  an 
honorable  discharge  in  1919  with  the  rank  of 
Captain. 

Dr.  Abell  was  a Fellow  of  the  American 
College  of  Surgeons,  a member  of  the  Sea 
Board  Railroad  Surgeons  Association,  and  of 
the  State  Board  of  Medical  Examiners. 

As  President  of  the  SCMA,  Dr.  Abell 
worked  to  bring  some  counsel  and  guidance 
in  the  area  of  medical  economics.  The  New 
Deal  was  getting  into  full  swing.  A sample 
from  “The  Schedule  of  Approved  Medical 
Fees  and  Expenses  for  the  SCMA  by  the 
South  Carolina  Emergency  Relief  Adminis- 
tration:” 


Office  Visits,  $.  75.  Home  visits  within  5 
miles,  $1;  5-10  miles,  $1.25;  and  10  miles 
and  over.  $1 .50.  Surgical  Cases,  $3-$25. 
Another  release  stated  “A  physician  has  no 
right  to  send  patients  to  be  x-rayed,  the  per- 
mit for  this  must  be  obtained  from  headquar- 
ters.” 

In  his  President’s  Address,  Dr.  Abell  pro- 
posed that  the  county  medical  societies  char- 
ter non-profit  corporations  to  provide  health 
insurance  for  the  medically  indigent.  He 
expressed  his  concern:  “In  order  to  prevent 
domination  of  medicine  from  the  State,  the 
church  or  the  industrial  heads  in  the  future,  it 
is  clearly  the  obligation  of  the  present  genera- 
tion to  solve  this  great  economic  question  and 
to  do  it  now.” 

Dr.  Abell  retired  in  1939  and  died  in  a 
Charlotte  hospital  on  March  9,  1963. 

Betty  Newsom 
Waring  Historical  Library 
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MEMBERSHIP  COUNTS 


Congratulations  to  the  SCMA  for  reaching  a membership  milestone — 5,000  members  in  1996! 
This  truly  is  a remarkable  and  inspiring  accomplishment,  and  we  applaud  the  dedicated  people 
who  made  this  goal  a reality.  As  informed  and  dedicated  individuals,  you  believe  in  the 
importance  of  membership  in  SCMA  and  the  commitment  it  has  made  to  improving  health  care 
services.  Membership  really  does  count  because  it  demonstrates  tangible  support.  Physicians’ 
spouses  throughout  South  Carolina  should  give  no  less  support,  and  the  state  membership 
committee  is  poised  to  begin  a positive  membership  campaign. 

Our  proposed  membership  campaign  is  based  on  a “Four  M”  approach:  market,  motivate, 
mentor,  and  maintain.  This  concept  was  exhibited  at  the  SCMAA  Spring  Workshop  on  May  9, 
1996.  The  first  “M,”  for  market,  will  encourage  our  counties  to  advertise  and  publicize  the  things 
that  make  them  special  and  unique.  At  the  state  level,  our  marketing  effort  will  draw  directly 
from  the  extremely  successful  collaboration  with  you.  the  members  of  SCMA. 

Joint  efforts  include: 

1.  Joined  SCMA  in  donating  the  $100,000  Health  Education  Van  to  the  South  Carolina 
Department  of  Disabilities  and  Special  Needs  (DDSN)  Office  of  Prevention. 

2.  Granted  $20,000  to  SCMA  for  the  printing  of  a family  violence  reference  book  as 
part  of  our  cooperative  action  in  combating  family  violence.  This  book  has  been 
distributed  to  primary  care  physicians  and  hospitals  throughout  the  state. 

3.  Supported  local  health  related  projects. 

Another  exciting  achievement  we  will  publicize  is  the  over  $37,000  raised  this  past  year  for  the 
AMA-Education  and  Research  Foundation  to  benefit  our  medical  students.  The  SCMAA  has 
many  other  success  stories:  we  educate,  communicate  and  fundraise  with  great  ascendancy,  but 
increasing  our  numbers  has  somehow  eluded  us.  We  realize  that  an  increase  in  membership  alone 
does  not  assure  instant  success  for  our  many  projects,  but  it  would  boost  the  morale  of  everyone 
involved  with  SCMAA,  and  broaden  our  financial  and  volunteer  resource  base. 

So,  as  Chairman  of  SCMAA  Membership  Committee,  I am  sending  the  members  of  SCMA  an  S.Q.S, 

SIGN-UP  ONE’S  SPOUSE 

Our  dues  are  $60  for  federated  (county,  state  and  national)  membership.  This  is  a great  gift 
idea — one  that  will  “fit”  every  physician  spouse.  You  will  receive  a very  handsome  gift 
certificate  upon  payment  of  dues.  Your  spouse  may  be  at  a point  in  his  or  her  life  where  active 
membership  (serving  as  committee  chairman,  fundraising  activities,  etc.)  is  not  practicable,  but 
financial  support  would  show  interest  in  issues  affecting  the  medical  family.  They  will  receive 
timely  newsletters  and  material  to  keep  them  informed.  Please  check  with  your  spouse,  and  if 
they  have  not  joined,  sign  them  up  today! 

You  may  send  gift  certificate  requests  to  Mrs.  Richard  Lawson  (Ruth  Anne),  759  River  Road, 
Columbia,  South  Carolina  29212.  Thank  you! 

Shirley  Meiere  (Mrs.  Cheney  Mell  Meiere.  Jr.) 

SCMAA  State  Membership  Chairman 
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Offering  the  1995-96  Medical-Dental-Legal  Update 
CME  CAT.l  Approved  with  extensive  CLE  and  CDE  accreditation 
8 choice  flyfishing  and  hunting  locations  in  1996 


Wingshooting  Schooi/Fly  Fishing 
Ritz-Carlton,  Aspen,  Colorado 
October  1 - 6 

Instructions  by  Michael  McIntosh,  world's  premier  shotgunning 
scholar  and  Shari  LeGate  World  Cup  medalist,  chief  instructor  for  the 
national  Skeet  Shooting  Association.  Guided  fly  fishing  on  the 
unspoiled  waters  of  the  Frying  Pan  and  Roaring  Fork  rivers,  superior 
hotel  in  one  of  the  world's  premier  resort  towns. 


The  1995-96  Medical-Dental-Legal  Update:  Timely,  Pertinent, 
in-depth  presentations:  Asset  Protection.  Medical  Malpractice. 
Risk  Management.  Patient/Cuent  Relations. 


Great  Atlantic  Salmon  Lodge 

August  14-18 


Many  consider  the  Atlantic  Salmon  the  greatest  gamefish  in  the  world.  The 
Miramichi  is  the  most  fabled  Atlantic  Salmon  river  in  Canada.  And  for  nearly 
75  years.  Pond’s  has  been  adding  to  its  well  deserved  reputation  as  one  of 
North  America's  premier  salmon  angling  destinations. 

This  Orvis-endorsed  five-star  lodge  has  private  access  to  nine  miles  of  the 
southwest  Miramichi,  arguably  the  world's  most  productive  salmon  water. 
The  lodge  features  luxurious  guest  rooms  with  private  bath,  adjacent  to  the 
dining  room  and  lounge.  Dining  is  totally  unlike  the  usual  camp  fare.  New 
Bruswick  specialties  such  as  Fiddlehead  soup,  broiled  salmon,  steaks,  other 
seafood  entrees  and  home- 
made breads  and  pastries  are 
lodge  specialties. 

Participants  can  also  enjoy 
brook  trout  fishing,  tennis, 
golf,  canoeing  and  hiking  at  a 
great  time  of  the  year. 


Other  1996  locations:  King  Salmon  Lodge,  Alaska  ( flyfishing/duck  hunting);  Villa  Sierra  Verde  Argentina  ( done  shooting)  ; Pond's  Resort,  Miramichi  River  ( Atlantic 
Salmon);  Operacion  Las  Palomas,  Mexico  (duck,  goose,  quail)  Joshua  Creek  Ranch,  Texas  (European  style  driven  pheasant,  quail,  trout  fishing);  Twin  Oaks  Lodge,  Texas 
(whitetail  deer) 


For  full  information  call:  1-800-375-5692  or  1-803-865-7907 
217  South  Shields  Road,  Columbia,  SC  29223 


NAVAL  RESERVE 


NAVAL  RESERVE 


Fulfill  Your  Professional  Goals 


The  Naval  Reserve  is  seeking  qualified  physicians  and  nurses. 
Benefits  include  continued  education,  a retirement  plan,  and  the 
pride  that  comes  from  serving  your  country.  Certain  critical  care 
specialists  (including  residents)  may  qualify  for  financial 
bonuses  and  flexible  drilling  schedules. 


1-800-443-6419 

You  and  the  Naval  Reserve . Full  Speed  Ahead 


classifies 


PIANO  FOR  BEAUTIFUL  HOME!  9 foot 
Steinway  Concert  grand.  Ten  years  old.  For- 
mer artist  rental  piano.  Ivory  keys.  Great 
investment!  New  one  retails  at  $70K.  This 
one  $42,500.  Call  Case  Brothers  1-800-622- 
5150. 

WANTED:  PRIMARY  CARE  PRACTICES: 
UCI  MEDICAL  AFFILIATES,  INC.,  - DOC- 
TOR'S CARE,  PA  is  currently  expanding  in 
South  Carolina!  Seeking  Primary  Care  medi- 
cal practices  for  merger/acquisition.  Would 
also  consider  specialty  practices.  Please 
direct  CIA,  correspondence  to  UCI  Medical 
Affiliates,  Inc.  (dba  Doctor's  Care,  PA),  1901 
Main  Street,  Suite  1200,  Mail  Code  1105, 
Columbia,  SC  29201,  Attn:  Practice  Acquisi- 
tions. 


ENDOCRINOLOGY,  FAMILY  PRAC- 
TICE, INFECTIOUS  DISEASE:  Practice 
opportunities  in  Orangeburg  County  for  expe- 
rienced practitioners  and  graduating  resi- 
dents/fellows. Practice  initiation  assistance 
and  relocation  allowance  are  available.  Locat- 
ed at  the  junction  of  1-26  and  1-95,  35  minutes 
to  Columbia  and  65  minutes  to  Charleston. 
Achieve  financial  success  in  a non-competi- 
tive environment  while  enjoying  a superior 
quality  of  life.  Contact  Dr.  Chermol,  The 
Regional  Medical  Center,  at  (800)  866-6045. 
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Thornton  & Thorne  give  the  medical  community  something  to  think  about  this  month. 


PHYSICIANS  FACE  PERSONAL  AND  BUSINESS 
EXPENSES  DURING  DISABILITY 

As  a physician,  you  have  a DUAL  problem  if  you  suffer  a disability.  Not  only  do  you 
have  to  pay  PERSONAL  expenses,  but  you  also  have  to  pay  continuing  BUSINESS 
expenses. 

Most  physicians  own  personal  disability  income  policies.  The  benefits  provided  by 
these  policies  are  used  to  pay  personal  living  expenses.  However,  you  also  have 
business  expenses  that  may  continue  during  a disability.  Lease  payments,  utilities, 
employee  salaries,  and  group  insurance  premiums  are  examples  of  expenses  that  will 
have  to  be  paid. 

If  you  have  not  purchased  overhead  expense  insurance  to  pay  these  expenses,  you  will 
be  in  the  difficult  position  of  having  to  utilize  your  personal  disability  benefits  to  pay 
business  expenses.  This  may  severely  impact  your  personal  lifestyle  during  your 
disability. 

Paying  business  expenses  from  a personal  disability  policy  is  not  a satisfactory  solution 
to  this  problem.  A professional  overhead  expense  policy  is  the  solution  because  it  will 
pay  your  business  expenses  which  will  allow  you  to  retain  your  personal  coverage  for 
personal  needs. 

A professional  overhead  expense  policy  is  critical  for  the  sole  proprietor  and  is  almost 
essential  jn  larger  practices  because  it’s  difficult  for  the  remaining  partners  to  absorb 
the  overhead  of  the  disabled  partner. 


TOTAL  DISABILITY  COVERAGE 


Under  an  overhead  expense  contract,  a physician’s  expenses  are  reimbursed  during 
total  disability.  You  will  be  considered  totally  disabled  if  unable  to  do  the  substantial 
and  material  duties  of  your  regular  occupation.  The  monthly  benefit  actually  paid  is 
based  upon  the  amount  of  covered  expenses  incurred  during  each  month  of  disability. 

PARTIAL  DISABILITY 

Reimbursement  of  covered  expenses  during  partial  disability  may  also  be  provided.  For 
many  companies,  this  coverage  is  available  in  the  form  of  an  optional  rider  to  the 
contract. 

If  you  do  not  have  professional  overhead  expense  insurance , you  have  a gap  in 
your  coverage.  Review  your  situation  now  to  see  if  you  should  add  this 
protection. 


MAIL  RESPONSE  TO:  Carolina  Physicians  Advisory  Service 

Post  Office  Box  688 
Columbia,  SC  29202-0688 

Name 

Specialty 

Address 

City  Zip 

Have  you  used  tobacco  in  the  past  24  months? 

YES  NO 

DOB  SEX  MONTHLY  BENEFIT  DESIRED  $ 

Views  expressed  herein  are  those  of  the  authors  only  and  in  no  way  represent  the  SCMA.  We  do  not  give  tax  advice.  Only  your 
attorney  and  accountant  are  qualified  to  do  so. 


Carolina  Physicians 
Advisory  Service 


Billy  M.  Thornton 
John  T.  Thorne 


Serving  the  members  of  the  South  Carolina  Medical  Community. 
P.O.  Box  688  • Columbia,  SC  29202  • (803)  254-0002  • Fax  (803)  765-2403 


1 -800-742-3669 


Looking  for  Medical  Software  that’s 
more  than  Accounts  Receivable? 

Compare  the  Fox  Meadows  advantages  and  support 
services  to  your  current  system  and  support  fees. 

Lease  for  $200  a month  for  one  terminal  and 
$25  for  additional  terminal  users.  No  up  front  license  fees 

and  only  a 90  day  contract. 


fox  m eadows 

software 


LIMITED 


Year  2000  ready 

On  Site  Training  and  Support 

Conversion  of  your  Current  Data 

Capitation  (Managed  Care)  Review  Module 

Available  for  Windows,  Windows/95  and  DOS 

Chart  Notes  that  use  Point  & Click  Decision  Tree 

Electronic  Claims  & Statements,  Imaging  and  Voice  Recognition 

Document  Management  Support  with  Interface  to  Word  Processors 

Appointment  Scheduler  supports  multiple  Physicians  and  Large  Clinics 

Medical  Records  that  provide  enough  information  to  avoid  pulling  File  Folders 

Primary  Diagnostic  History, 

Vital  Signs,  Laboratory  Requests  and  Results, 

Medications,  Allergies,  Reactions,  Immuization  Records 

* Medical  Records  are  encryted  to  protect  from  tampering  * 


FMS  is  more  than  a traditional  AIR  billing  system.  Physicians  and  nurses  will  find 
the  medical  records  captured  and  the  accessibility  of  this  information  invaluable 

for  Patient  care  today  and  in  to  the  future. 


For  additional  information  please  call  (800)  754-7213  or  (803)  754-4290. 
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More  than  40%  of  all  South 
Carolina  physicians  in  private 
practice  use  CompuSystems’ 
Medical  Practice  Management 
System  to  work  more 
efficiently  and  profitably. 


What  can  a map  tell  you  about  a computer  system? 


Plenty  — if,  like  this  one,  it  shows 
how  many  medical  offices  in  South 
Carolina  use  a particular  practice 
management  system  to  run  more 
efficiently,  effectively,  arid  profitably 

For  example,  it  might  show  how  a 
16-year  commitment  to  ''Working  for 
Physicians"  has  resulted  in  over  660 
installations  in  South  Carolina, 
representing  some  1,930  physicians  — 
over  40%  of  the  4,600  in  private  practice 
in  the  state! 

It  might  bring  home  how  features 
like  "on-the-fly"  refiling,  encounter- 
form  tracking,  and  direct  transmission 
to  South  Carolina  Medicare,  Medicaid, 
and  Blue  Cross /Blue  Shield  (with  no 


per-claim  charges)  are  improving 
physicians'  revenue. 

It  could  clarify  how  critical  "one- 
call"  support  can  be  in  helping  offices 
stay  productive  — how  telephone 
support  staff,  software  and  hardware 
engineers,  technicians,  trainers,  and  a 
fleet  of  service  vans  can  provide 
support  unmatched  in  the  industry. 

It  might  demonstrate  how  technical 
expertise  brings  a host  of  innovations, 
starting  with  the  first  integrated,  direct 
electronic  claims  capability  in  a practice 
management  system. 

Or  it  could  validate  the  concept  of 
regional  focus:  By  selling  systems  only 
in  the  Southeast,  a computer  company 


can  keep  customers  up  to  date  on  the 
latest  insurance  filing  requirements. 

It  could  emphasize  the  flexibility  of 
multi-user,  multi-tasking  software  that 
runs  on  the  most  popular  operating 
system  in  the  world. 

And  it  could  illustrate  the  value  of 
having  a computer  vendor  with  a 
vision  for  the  future  and  the  expertise  to 
make  that  vision  work  for  you. 


©MnpiaSystems: 

inc. 

Carolina  Research  Park  • One  Science  Court  I 
Columbia,  SC  29203-9356 

800-800-6472  • 803-735-7700 
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COMPUTERIZED  ECG  INTERPRETATIONS 
NEONATAL  HEMOCHROMATOSIS 
PHYSICIAN-ASSISTED  SUICIDE 
REPORT  OF  THE  AMA  ANNUAL  MEETING 
THE  OPD  AND  THE  AMBULANCE  SERVICE  AT 
MUSC  AND  ROPER  HOSPITAL 


Coujiid  iiviiJij  like 

dtMuere  like  iii  ilie  World 


Oceanfront, 
Creekside,  & 
Marshview 
Homesites 


Come  see  for  you  rself 
why  Jeremy  Cay  and 
The  Hamm  ocks  a re 
two  of  coastal  South 
Carol  ii  ia ’s  fastest 
sellh  ig  properties. 


Historic  Jeremy  Cay  at  Edingsville  Beach 
offers  South  Carolina's  most  beautiful  ocean- 
front  and  oceanyie^hamesites.  Dirt  roads 
wind  lazily  among  o^ks?- palmettos,  and  tidal 
lagoons,  and  offer  residents  some  of  the 
most  majestic  scenery  ever. 

It  is  a place  ^^eOdfcion* 
and  natural  beauty,  where 
families  can  enjoy  the  creeks, 
marshes,  and  two  miles  of 
private  beach  that  surround 
this  pristine  island. 


I’lie  Hammocks  at  Jeremy  Inlet  draws  its 
name  from  the  geographic  term  “hammock,” 
which  is  used  to  describe  an  area  higher  than 
its  surroundings,  characterized  by  rich  soil  and 
hardwood  vegetation.  Here,  gigantic  oaks  rise 
proudly  above  these  magnifi- 
cent homesites  and  tropical 
vegetation  enhances  the  spec- 
tacular views  of  the  marsh, 
creek,  and  ocean.  Individual 
dock  sites  and  controlled 
access  provide  added  value. 


The  Savage  Company  • One  Hammocks  Way,  Edisto  Island,  SC  29438 
(803)  869-1556  • 1-800-475-1556  • FAX:  (803)  869-1557 


PAID  IV  Plus 


No  one  mentioned  a preauthorization.  Is  that 
something  you  can  give  her ? By  the  way , what 
is  a preauthorization? 

Mix-ups  like  this  throw  your  practice’s  schedule 
off  and  frustrate  patients.  So  head  off  problems, 
and  run  your  office  smoothly  with  PAID  IV  Plus. 

PAID  IV  Plus,  Companion  Technologies’  private 
label  version  of  The  Medical  Manager,  is  the 
complete  practice  management  software  system 
that’s  easy  to  use.  With  just  a few  simple  keystrokes, 
you'll  master  managed  care  functions,  including. 

Quickly  checking  for  treatment 
preauthorizations  and  patient  eligibility 

Maintaining  insurance  policy  limits 

Handling  multiple  insurance  providers 
for  a single  patient 

Producing  numerous  practice  reports 
and  analyses 

Knowing  which  services  are  not  covered 

PAID  IV  Plus  actually  makes  "managed  care" 
manageable.  And  your  life  a lot  less  complex. 

Leant  what  else  PAID  IV  Plus  can  do  for  you. 

Call  Companion  Technologies  for  information  or 
to  schedule  a system  demonstration. 


1-800-382-PAID  (7243) 
THfflWGwjSt  8.<fc4>n6WA2384 

V remember 
you  have  to. 
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Plus 


Companion  Technologies 

Modern  technology  for  practice  management. 


She  isn’t  sure  if 
she  needs  a 


How  Can  My  Office  Manager  Reach 
Me  Directly  When  I'm  Making  Rounds? 


PCS  From  Cellular  One 

That's  How.  


E R S O N A L 


c 


OMMUNICATION 


O L U T I O N S 


Running  a practice  and  caring  for  patients 
can  be  a real  challenge.  What's  the  best  way 
to  give  both  the  attention  they  deserve?  Use  the 
perfect  communication  solution  for  physicians, 
PCS  from  Cellular  One.  It  lets  you  select  a suite  of 
personalized  solutions  that  meet  your  practice's 
unique  communications  needs. 

There  are  lots  of  solutions  to  choose  from. 
Like  the  National  Cellular  One  Network — which 
automatically  delivers  calls  to  more  than  4,500 
cities  across  the  U.S.A.  So  when  you're  at  a con- 


vention learning  about  new  medical  techniques, 
your  office  can  just  dial  your  Cellular  One 
number  and  the  call  goes  right  through. 

There's  also  paging — which  lets  you  effec- 
tively screen  calls  so  you  can  return  important 
ones  quickly  and  efficiently.  And  the  bill's 
included  with  your  monthly  Cellular  One 
statement,  so  you  don't  have  the  hassle  of  extra 
paperwork. 

PCS.  It's  not  for  everyone.  It's  for  you.  Only 
from  Cellular  One. 


Call  1-  800  - 727  - CELL 


CELLULARONE 


A fnT3  Service 


President's 

IRREVOCABLE  CHANGE 


This  month,  as  promised,  I return  to  the  theme  of  irrevocable  change.  Although  we  managed  to 
avoid  sweeping  revolution  three  years  ago,  none  of  us  has  escaped  the  certain  reformation  that 
the  profession  is  undergoing. 

Managed  care,  which  we  initially  disclaimed  as  incredibly  intrusive,  now  appears  to  be 
generally  accepted  as  the  watchdog  over  waste  and  value.  We  are  learning  how  to  open  our 
professional  decisions  to  scrutiny  and  to  stand  up  to  the  managers  when  our  decisions  to  act  are 
superior  to  their  choices  to  reject.  A case  in  point  is  our  painless  success  in  the  passage  of 
legislation  to  protect  mothers  against  "drive  through  delivery”  coverage  for  childbirth. 

Right  now,  we  are  in  a period  of  assessment  and  accountability.  What  will  the  next  phase  be? 

The  information  age  will  drastically  change  how  health  care  is  delivered  and  what  is  expected. 
The  computer  carries  the  potential  to  transform  every  patient’s  home  into  a classroom  and  every 
physician's  office  into  a center  of  excellence.  A better  educated  public  will  expect  to  be  more 
active  in  making  choices  about  their  health  care.  That  change,  replacing  blind  trust,  can  only 
elevate  the  patient-physician  relationship. 

The  alliance  between  patient  and  physician  is  also  subject  to  change  as  employers  increasingly 
move  out  of  the  equation.  There  are  loud  rumblings  in  the  business  community  about  how  the 
current  system  is  out  of  hand.  I contend  that  insurance  companies  cannot  sustain  the  current 
levels  of  profit  for  shareholders.  A less  profitable  industry  is  a less  attractive  investment.  If  we 
can  develop  physician  organizations  or  physician-hospital  organizations  efficiently,  we  may 
actually  see  the  health  care  dollar  returned  directly  to  the  providers  and  suppliers  for  patient  care, 
rather  than  to  the  middlemen — the  insurance  company  executive  and  the  shareholder. 

But  by  far  the  most  revolutionary  and  irrevocable  changes  to  come  in  our  thinking  about  health 
care  will  be  in  the  area  of  medical  ethics.  An  aging  population  and  shrinking  population  base 
providing  revenue  will  force  all  of  us  to  face  the  ominous  questions  we  have  only  punted  around 
to  date  about  how  much  care,  to  whom,  and  for  how  long.  The  public  will  soon  have  to  get  into 
the  debate  about  rationing,  as  the  medical  profession  and  the  political  system  will  not  unilaterally 
solve  this  enormous  dilemma. 

Biogenetics  and  technology  are  opening  up  enormous  ethical  debates  at  a rate  of  change  never 
before  imagined.  The  Human  Genome  Project,  scheduled  to  be  completed  about  2002,  will  have 
put  down  on  paper  every  bit  of  genetic  information  that  makes  up  the  human  body.  That 
information  will  be  open  to  science  for  genetic  testing  and  engineering  not  imaginable  just  a 
decade  or  so  ago. 

Ethical  answers  which  previously  evolved  over  centuries  now  become  imminent.  We  must 
ensure  that  medical  ethics  keep  pace  with  the  science.  That  will  be  our  challenge  for  the 
millenium. 


August  1996 


Carol  S.  Nichols,  M.  D. 
President 
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HIGHLIGHTS  OF  THE  JULY  18  BOARD  OF  TRUSTEES  MEETING 


RBRVS  Conversion  Factor  for  SC  Workers' 
Compensation  Commission:  The  board  heard  a 
report  that  the  Workers’  Compensation  Commission 
granted  a 3.2  percent  increase  in  the  RBRVS 
conversion  factor,  thus  keeping  the  fees  revenue 
neutral.  The  commission,  however,  denied  the  two 
percent  cost  of  living  increase  which  the  board  had 


recommended.  The  SCMA  is  asking  the  commission 
to  reconsider  this  decision. 

CME  Sponsorship:  The  board  agreed  that  the  SCMA 
should  pursue  CME  sponsorship  privileges  from  the 
ACCME.  □ 


MEDICARE  UPDATE 


The  August  1996  Medicare  Advisory  contains  important 
information  about  various  issues  such  as  bilateral  surgical 
codes,  community  mental  health  centers,  the  national 
Medicare  standard  paper  remittances,  health  professional 
shortage  areas,  crossover  claims  and  MAO  remarks,  and 
much  more. 

Teaching  Policy  Update:  HCFA  has  revised  and  added 
additional  information  to  the  teaching  physician  policy 
effective  for  services  furnished  on  and  after  July  1 , 1 996. 
This  policy  was  published  on  page  31  of  the  July  1996 
Medicare  Advisory. 

Anesthesia:  HCFA  will  specify  only  that  the  teaching 
anesthesiologist  must  be  present  in  the  operating  room 
for  the  critical  or  key  portion(s)  of  the  procedure  (includ- 
ing induction  and  emergence),  and  that  the  anesthesiol- 
ogist must  be  immediately  available  to  furnish  services 
during  the  entire  procedure. 

Anesthesia  has  been  removed  from  the  list  of  time  based 
codes  since  the  anesthesia  payment  is  calculated  by  a 
combination  of  time  and  base  units.  The  teaching  anes- 
thesiologist must  document  the  medical  records  as  to  the 
key  portion(s)  of  the  service  for  which  he  or  she  is  pre- 
sent. While  HCFA  believes  that  the  teaching  anesthesi- 
ologist should  be  in  the  operating  suite  during  the  por- 
tion^) of  the  procedure  not  considered  to  be  critical  or 


key,  HCFA  will  not  require  documentation  of  such  avail- 
ability at  this  time. 

Renal  Dialysis:  The  following  statements  are  ones  that 
have  been  added  to  the  teaching  policy:  Medicare  will 
apply  the  physician  presence  policy  to  renal  dialysis  ser- 
vices of  physicians  who  are  paid  under  the  physician 
monthly  capitation  payment  method.  Physicians  who  are 
not  paid  under  the  monthly  capitation  payment  method 
must  meet  the  same  criteria  applied  to  any  other  physi- 
cians. Essentially,  they  must  meet  this  criteria  in  order 
to  qualify  for  the  teaching  physician  designation. 

HMD  Claims:  Many  beneficiaries  elect  to  receive  ben- 
efits through  voluntary  enrollment  in  a health  mainte- 
nance organization  (HMO).  These  HMO  plans  are  under 
contract  with  the  federal  government  to  both  furnish 
Medicare-covered  services  and  act  as  administrators  of 
Medicare  benefits  for  their  Medicare  enrollees.  Providers 
should  file  all  claims  directly  to  the  HMO  and  not  to  the 
Medicare  Part  B carrier.  Medicare  is  neither  primary  nor 
secondary  to  the  HMO  because  the  HMO  is  administering 
the  benefits.  Beneficiaries  can  “opt  in”  or  “opt  out”  of 
HMOs  from  month  to  month.  Providers  should  verify 
Medicare  Part  B coverage  often  with  beneficiaries  to 
ensure  claims  are  properly  submitted  to  the  relevant 
HMO.  Claims  may  be  denied  or  significantly  delayed  if 
submitted  to  the  wrong  payer. 


MEDICARE  UPDATE  (Continued) 


Monthly  Physician  Teleconference:  In  an  effort  to  direct- 
ly reach  the  physician  community  to  address  your  con- 
cerns, Medicare  has  established  the  Medicare  Physician 
Teleconference  to  be  broadcast  each  month  over  the 
Health  Communication  Network.  David  Sheridan,  MD, 
MS,  Medicare  Medical  Director,  will  review  coverage 
criteria,  billing  instructions,  and  other  changes  to  the 
Medicare  program  which  affect  physicians  directly.  You 
will  also  be  able  to  call  or  fax  questions  for  Dr.  Sheridan 
to  answer  during  the  session.  The  dates  for  the  next  three 
Medicare  Physician  Teleconferences  are:  August  27,  Sep- 
tember 24,  and  October  23,  1996. 

The  teleconferences  will  run  from  8:00  to  9:00  am.  The 
August  1996  Medicare  Advisory  lists  the  facilities  which 
are  equipped  to  receive  the  teleconference.  However, 
unless  there  is  an  interest,  not  all  facilities  will  carry  the 
broadcast.  If  you  are  interested  in  attending  the  tele- 


conference at  on  sites,  please  contact  the  facility  as  soon 
as  possible. 

Surtiery  and  Mental  Health  Workshops:  Medicare  will 
be  conducting  surgery  and  mental  health  workshops  in 
four  cities  during  September  and  October.  Registration 
for  these  workshops  will  begin  at  8:30  am  and  the  work- 
shop will  be  held  from  9:00  am  to  12:00  pm.  The  regis- 
tration fee  is  $20.  To  preregister,  please  complete  the  reg- 
istration form  located  on  page  1 1 of  the  August  Medicare 
Adviso/y. 

The  dates  for  the  surgery  workshops  are:  September  10 
in  Columbia,  September  1 1 in  Greenville,  September  17 
in  Charleston,  and  September  19  in  Myrtle  Beach.  The 
dates  for  the  mental  health  issues  workshop  are:  Octo- 
ber 9 in  Greenville,  October  10  in  Columbia,  October  15 
in  Myrtle  Beach,  and  October  16  in  Charleston.  □ 


MEDICAID  UPDATE 

Physicians  Enhanced  Program  (PEP)  Pilot  Project:  The  PEP  Pilot  Project  began  at  Medical  Center,  PA,  in 
Easley  on  August  1,  1996.  Sumter  Pediatrics  and  Lovelace  Family  Medicine  are  currently  participating  as  a pilot 
site.  The  PEP  is  a voluntary  managed  care  program  which  links  Medicaid  recipients  to  a primary  care  provider.  □ 


PRECEDENT  SETTING  CASE  DECIDED  BY  SOUTH  CAROLINA  SUPREME  COURT 

On  July  15,  1996,  the  South  Carolina  Supreme  Court  issued  its  long-awaited  opinion  in  Whitner  v.  South 
Carolina,  Opinion  Number  24468.  Ms.  Whitner  had  plead  guilty  in  Pickens  County  to  violating  the  criminal 
child  abuse  statute  because  she  used  crack  cocaine  while  pregnant.  Through  post-conviction  relief  hearings,  Ms. 
Whitner ’s  conviction  was  overturned  and  the  lower  court  ruled  that  unborn  children  did  not  come  under  the 
protection  of  the  South  Carolina  Children’s  Code.  The  state  appealed  to  the  South  Carolina  Supreme  Court  and 
asked  the  court  to  rule  that  the  word  “child”  found  in  SC  Code  §20-7-50  included  a viable  fetus. 

The  Supreme  Court  agreed  with  the  state  and  South  Carolina  became  the  first  state  in  the  nation  to  criminalize, 
under  abuse  and  neglect  laws,  the  behavior  of  addicts  who  use  drugs  during  pregnancy. 

The  case  is  important  to  SC  physicians  because  under  SC  Code  §20-7-510,  they  are  required  to  report  to  DSS  or 
law  enforcement  personnel  children  who  are  or  may  be  subject  to  abuse  or  neglect.  Presumably,  physicians  must 
now  also  report  a viable  fetus  who  is  or  may  be  subject  to  abuse  or  neglect.  Scientifically,  this  may  mean  women 
using  legal  substances  such  as  alcohol  and  tobacco  must  be  turned  over  to  authorities  as  well  as  women  who  use 
illegal  substances  during  pregnancy,  which  potentially  harm  the  fetus. 

The  SCMA  has  participated  in  the  case  as  an  Amicus  Curiae  after  consultation  with  the  SCMA  Maternal,  Infant 
and  Child  Health  Committee  and  the  Medical  Ethics  Committee.  The  SCMA  has  urged  the  court  to  not 
criminalize  this  behavior  because  of  the  impact  such  a ruling  will  have  on  the  physician-patient  relationship  and 
on  quality  prenatal  care.  The  Attorney  General  has  urged  law  enforcement  authorities  to  delay  any  criminal 
proceedings  until  all  concerned  parties  have  had  an  opportunity  to  determine  the  parameters  of  the  court’s 
ruling.  Watch  this  newsletter  for  future  developments. 
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SCMA  WORKSHOPS 


Understanding  and  Negotiating  Managed  Care  Contracts  will  be  held  September  10  at  the  Sheraton  Hotel 
and  Conference  Center  in  Columbia,  and  September  12  at  the  Greenville  Hilton  and  Towers.  In  this  popular 
seminar  presented  by  the  SCMA’s  own  Steve  Williams,  JD,  you  will  learn  how  to  read  and  to  understand  the 
managed  care  contracts  that  come  across  your  desk  each  day.  You  will  learn  which  clauses  to  avoid  and  which  to 
insist  upon  in  your  practice’s  contract.  New  developments  in  the  health  care  system  demand  that  even  those  who 
attended  last  year’s  program  register  again.  The  workshop  will  be  held  9:00  a.m.  - 4:00  p.m.,  with  registration 
beginning  at  8:30  a.m.  The  registration  deadline  is  August  27,  1996. 

What  the  Patient  Really  Wants  - service,  Service,  SERVICE!  will  be  presented  on  September  18  at  the 
Sheraton  Hotel  and  Conference  Center  in  Columbia,  9:00  a.m.  - 12:00  p.m.  with  registration  beginning  at  8:30 
a.m.  From  that  first  phone  call  through  the  process  of  clinical  care,  it  is  your  commitment  to  service  excellence 
that  will  ultimately  determine  patient  satisfaction.  Understanding  the  realities  of  delivering  your  services  in  the 
1990s,  it  is  the  responsibility  of  managers  to  ensure  that  everything  possible  is  done  to  build  a patient  base,  keep 
patients  returning  for  their  care,  and  properly  service  networks  of  referring  physicians.  This  seminar  focuses  on 
ensuring  patient  satisfaction  and  education  as  well  as  identifying  those  areas  in  your  practice  which  need 
improving.  The  registration  deadline  is  September  4,  1996. 

For  information  about  these  and  other  SCMA  workshops,  please  call  Ginny  Comer,  ext.  253,  in  Columbia  at 
798-6207  or  1-800-327-1021  statewide. 


MEDICARE  FRAUD  AND  ABUSE  UPDATE 

With  the  rise  in  Medicare  and  Medicaid  expenditures,  there  is  an  increasing  focus  on  cracking  down  on  fraud  and 
abuse  as  a cost  saving  measure.  Physicians  are  in  a position  to  recognize  fraudulent  practices  by  other  health  care 
providers,  especially  in  the  areas  of  care  plan  oversight  services  and  home  health.  The  following  tips  on 
recognizing  and  reporting  fraud  and  abuse  were  published  in  the  January  1996  Medicare  Advisory. 

Physician  Role  in  Helping  Avoid  Fraud  and  Abuse: 

• Know  your  patients  and  be  involved  in  the  assessment  for  services  and  the  quality  of  care  the  home  health 
agency  renders.  Determine  if  the  patient  needs  or  desires  a change  from  the  current  agency. 

• Home  health  agencies  may  evaluate  a patient  and  recommend  certain  services;  however,  your  should  decide 
what  services,  if  any,  are  needed.  Do  not  sign  a plan  of  care  if  you  believe  the  type,  frequency,  or  duration  of 
visits/services  are  more  than  the  patient  needs. 

Please  call  Medicare  if  you  become  aware  of  any  of  the  following  situations: 

• Patients  who  are  not  homebound. 

• Patients  attempting  to  receive  services  for  which  they  are  ineligible. 

• Unnecessary  visits  and/or  visits  not  ordered  by  a physician  and  rendered  by  home  health  agency  staff. 

• Falsification  of  patient  or  physician  signatures. 

• Other  improper  practices  (patients  or  doctors  being  pressured  to  accept  items  and  services  they  do  not  want). 

• Services  that  were  not  provided. 

If  you  suspect  fraud,  you  should  call  one  of  the  following  numbers: 

• Fraud  Hotline  (803)  788-5414 

• Alyce  Embree,  Senior  Investigator  (803)  788-0222,  ext.  41798 

• Sandra  Anthony,  Medicare  Fraud  Information  Specialist  (803)  788-0222,  ext.  41393  □ 
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CAPSULES 


Daniel  W.  Brake,  MD,  of  Charleston  has  been  appointed  by  the  American  Medical  Association  (AMA)  Board  of 
Trustees  to  serve  on  the  AMA  Council  on  Legislation.  The  council  is  responsible  for  considering  and  developing 
national  legislative  policies  for  the  AMA. 

Stephen  P.  Williams,  JD,  of  Columbia  has  been  elected  to  serve  on  the  Executive  Committee  of  the  American 
Medical  Association’s  (AMA)  National  Litigation  Center.  The  litigation  center  develops  policy  and  strategies 
for  preserving  the  physician-patient  relationship. 


PHYSICIANS  CARE  NETWORK  UPDATE 


The  Physicians  Care  Network  (PCN)  is  pleased  to 
announce  the  addition  of  nine  new  employers  who 
have  chosen  PCN  to  manage  the  care  of  their 
employees  since  January  1,  1996.  They  are:  Coburg 
Dairy,  Inc.;  Home  Health,  Inc.;  Pioneer  Financial 
Services  (Continental  Life  and  National  Group  Life); 
Cox  Wood  Preserving,  Inc.;  Orian  Rugs,  Inc.;  Waste 
Industries,  Inc.;  Cayce  Company;  Silkworm,  Inc.;  and 
Pepsi  Cola  Bottling  Company  of  Florence. 

PCN  also  has  added  six  hospitals:  Conway  Hospital, 
Newberry  Hospital,  St.  Francis  Hospital,  Beaufort 
County  Memorial  Hospital,  Bamberg  County 


Hospital,  and  Chestnut  Hill  Psychiatric  Hospital. 

To  date,  PCN  has  more  than  3,000  physicians,  59 
hospitals,  and  211  other  ancillary  providers. 
Additionally,  PCN  has  17  employer  groups  which 
represent  approximately  22,210  covered  lives. 

If  you  have  questions  regarding  PCN,  contact  Parker 
Sparrow,  Vice  President  of  Medical  Practice  and 
Quality  Improvement,  at  extension  226  in  Columbia 
at  (803)  798-6207,  or  1-800-327-1021  statewide.  □ 


HEALTH  VOLUNTEERS  OVERSEAS 
CELEBRATES  10th  ANNIVERSARY 

August  1 marked  the  10th  anniversary  of  Health 
Volunteers  Overseas  (HVO).  Since  1985,  HVO  has 
sent  more  than  1,540  volunteer  physicians,  nurses, 
dentists,  physical  therapists,  and  other  health 
professionals  overseas  to  teach.  Their  impact  is 
beyond  measure.  Sharing  their  knowledge  and 
expertise  with  local  health  care  providers  and 
educators  has  resulted  in  improved  health  care 
outcomes  for  thousands  of  patients  around  the  world. 

Three  South  Carolina  physicians  volunteered  in 
Vietnam  with  HVO  in  1995.  They  were  Joanne 
Conroy,  MD,  an  anesthesiologist  from  Mt.  Pleasant, 
and  Drs.  Richard  Gross  and  Joseph  Jackson, 
orthopedic  surgeons  from  Charleston. 

HVO  is  a private,  non-profit  voluntary  organization 
whose  mission  is  to  foster  long-term  improvements 
in  the  quality  and  availability  of  health  care  in 
developing  countries  through  training  and  education. 


11th  ANNUAL  PRACTICE 
OPPORTUNITIES  FAIR 

The  South  Carolina  Area  Health  Education 
Consortium’s  (SCAHEC)  Recruitment  and 
Retention  Programs  will  sponsor  their  11th  Annual 
Practice  Opportunities  Fair.  The  fair  is  designed  to 
help  residents  identify  and  evaluate  practice 
opportunities  throughout  South  Carolina  and  will  be 
held  August  23-24,  1996,  at  the  Embassy  Suites 
hotel  in  Columbia,  SC. 

Throughout  the  two-day  event,  residents  from  all  of 
the  state’s  teaching  hospitals  visit  with 
representatives  of  various  hospitals  and  communities 
to  discuss  locations,  costs,  assistance,  and  other 
variables  associated  with  establishing  a practice  in 
South  Carolina. 

If  you  would  like  to  register  for  the  11th  Annual 
Practice  Opportunities  Fair,  please  call  Mary 
Chesshire  at  (803)  792-9422  or  Becky  Seignious  at 
(803)  792-4439. 


4 


VOLUME  92  AUGUST  1996  NUMBER  8 

FOLLOW-UP  EVALUATION  OF  COMPUTERIZED 
ELECTROCARDIOGRAPHIC  INTERPRETATIONS: 
A COMPARISON  OF  CARDIOLOGISTS’  VS. 
INTERNISTS’  PERFORMANCE* 


WILLIAM  W.  PRYOR,  M.  D.** 
DAWN  W.  BLACKHURST,  M.  S. 


A previously  reported  evaluation  of  the  accu- 
racy of  computerized  interpretations  of  elec- 
trocardiograms (ECGs)  at  Greenville  Memo- 
rial Hospital  (GMH)  revealed  a significant 
percentage  of  errors  and  confirmed  that  all 
computer-generated  ECG  reports  should  be 
reviewed  by  a qualified  physician.'  That 
study  was  not  designed  to  evaluate  individual 
physician  performance  in  detecting  and  cor- 
recting computer  errors.  However,  the  per- 
formance of  the  physicians  as  a group  was 
considered  below  expectations. 

Recommendations  to  improve  the  accuracy 
of  the  confirmed  reports  included  more  strin- 
gent criteria  for  credentialing  physicians  to 
interpret  ECGs.  Among  these  was  a recom- 
mendation that  physicians  other  than  board- 
certified  cardiologists  should  be  required  to 
submit  evidence  of  satisfactory  performance 


*From  the  Division  of  Medical  Education  and  Research, 
Greenville  Hospital  System,  701  Grove  Road, 
Greenville,  SC  29605. 

**Address  correspondence  to  Dr.  Pryor  at  the  Division 
of  Medical  Education  and  Research,  Greenville  Hospital 
System,  701  Grove  Road,  Greenville,  SC  29605. 


on  a competency  examination  in  electrocar- 
diography. However,  this  proposed  change 
was  rejected  for  lack  of  data  on  individual 
physician  performance  and  what  was  thought 
to  be  an  insignificant  difference  between 
internists’  and  cardiologists'  performance. 

The  previous  study  utilized  three  steps  in 
the  evaluation  of  computerized  ECG  interpre- 
tation. The  first  two  steps  included  an  initial 
computer-generated  report  and  confirmation 
or  correction  by  an  over-reading  physician. 
The  third  step  involved  an  additional  review 
by  an  electrocardiographer  of  the  initial  and 
confirmed  report.  This  new  study  utilizes  the 
same  three-step  method  with  a protocol 
designed  to  document  individual  physician 
performance  and  to  investigate  differences  in 
performance  between  internists  and  cardiolo- 
gists. In  addition,  we  examine  physician  char- 
acteristics and  possible  associations  with  high 
error  rates  (i.e.,  > five  percent). 

MATERIALS  AND  METHODS 

Random  samples  of  consecutive  ECGs, 
approximately  50  percent  of  which  were 
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TABLE  1 

Number  and  Percent  of  Misinterpreted  ECGs  by  Clinical 
Significance  and  Specialty 


Cardiologists  Internists 

Clinical  Significance*  (N=2 1 75  ECGs)  (N=24 1 2 ECGs) 


A = Grave  Error  3 (0.1%)  13  (0.5%) 

B = Major  Error  32  (1.5%)  119  (4.9%) 

C = Minor  Error  37  (1.7%)  99  (4.1%) 

Clinical  Significance: 

A = Could  result  in  improper  diagnosis,  management,  and  adverse  clinical  course — may  be  life 
threatening 

B = Could  result  in  improper  clinical  diagnosis  or  management  and  cause  adverse  clinical  course,  but 
NOT  life  threatening 

C = Change  in  ECG  interpretation,  but  unlikely  to  alter  clinical  management  or  results  significantly 


“unassigned”  records,  were  selected  between 
December  1994  and  February  1995.  Sam- 
pling periods  lasted  one  to  three  days  and 
consisted  of  50  to  250  ECGs.  After  copies  of 
“confirmed”  or  corrected  computer  interpre- 
tations were  reviewed  by  the  first  author,  the 
records  of  15  randomly  selected  physicians 
were  referred  to  one  of  two  additional  cardi- 
ologists for  comparative  readings.  These 
records  were  photocopies  with  no  identifica- 
tion of  the  over-reading  physician,  the 
reviewer’s  comments,  or  patients’  names.  If  a 
major  disagreement  occurred  between  the 
reviewers,  the  record  was  not  included  in  the 
results;  six  records  were  excluded. 

A total  of  4,589  ECGs  were  reviewed.  Car- 
diologists (n=17)  over-read  2,175  and 
internists  (n=25)  2,412.  Errors  in  interpreta- 
tion were  classified  as  in  the  previous  report: 
(A)  Grave,  (B)  Major,  and  (C)  Minor,  as 
defined  in  Table  1 . An  error  rate  of  < two  per- 
cent was  selected  as  the  goal,  with  two  per- 
cent to  4.9  percent  as  acceptable,  and  > five 
percent  as  unacceptable  for  combined  cate- 
gories A and  B.  Category  C was  not  included 
in  the  data  analysis  since  by  definition  these 
errors  are  unlikely  to  alter  clinical  decisions. 
However,  a high  rate  of  errors  in  this  category 
suggests  a less  than  ideal  record  of  ECG 


interpretation. 

Statistical  analyses  were  performed  using 
SAS  statistical  software  (SAS  Institute,  Inc., 
Cary,  NC).  Differences  in  proportions  were 
evaluated  using  the  Chi-square  test  or  Fish- 
er’s exact  test;  p-values  < 0.05  were  consid- 
ered to  be  statistically  significant. 

RESULTS 

Table  1 summarizes  error  rates  by  clinical  sig- 
nificance for  both  cardiologists  and  internists. 
Figure  1 shows  the  error  rates  (A  and  B com- 
bined) by  physicians’  specialty.  Since  only 
those  physicians  who  read  more  than  25  ECGs 
were  included  in  the  comparison,  five  physi- 
cians (one  cardiologist  and  four  internists) 
were  excluded  from  the  statistical  analysis. 
Fifty-six  percent  of  cardiologists  (nine  of  16) 
met  the  goal  of  less  than  two  percent  error, 
while  only  14  percent  of  internists  (three  of 
21)  achieved  that  goal.  In  contrast,  62  percent 
of  internists  were  in  the  > five  percent  catego- 
ry; no  cardiologist  was  (p  < 0.001 ). 

Figure  2 provides  the  error  rate  of  each 
individual  physician;  these  error  rates  ranged 
from  0-20  percent.  Mean  error  rates  and  stan- 
dard deviations  for  cardiologists  (1.5  ± 1.3) 
versus  internists  (6.1  ± 4.6)  were  significantly 
different  (p  < 0.001).  Table  2 summarizes  the 
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FIGURE  2 
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ERROR  RATE  (Clinical  Significance  A & B) 


Figure  1.  Misinterpretation  rates  by  physician 
specialty  (cardiologists  versus  internists).  The  error 
rate  was  calculated  by  dividing  the  total  number  of 
A and  B errors  by  the  total  number  of  ECGs  read 
by  the  individual  physician. 

physician  characteristics  that  were  evaluated 
for  possible  associations  with  high  error  rates; 
lack  of  board  certification  in  cardiology  was 
the  only  factor  significantly  associated  with 
an  error  rate  > five  percent. 

There  were  13  physicians  who  interpreted 
fewer  than  50  ECGs.  The  five  who  read 
fewer  than  25  were  excluded  from  statistical 
analysis  but  had  a low  rate  of  error  (the  only 
cardiologist  in  this  group  had  a zero  percent 
error  rate).  The  eight  physicians  interpreting 
between  25  and  50  records  had  a high  aver- 
age error  rate  of  8.6  percent;  however,  the  one 
cardiologist  in  this  category  had  only  a 2.3 
percent  rate  of  error. 

CONCLUSIONS 

The  results  of  this  study  confirm  that  hospi- 
tals should  adopt  more  stringent  criteria  for 
noncardiologists  seeking  privileges  to  over- 
read ECGs.  The  performance  of  the  cardiolo- 
gists is  well  within  the  expected  range.  How- 
ever. among  21  internists,  out  of  the  approxi- 
mately 70  with  ECG  privileges,  marked  vari- 


Figure  2.  Misinterpretation  rates  of  individual 
physicians.  The  e rror  rate  was  calculated  by 
dividing  the  total  number  of  A and  B errors  by  the 
total  number  of  ECGs  read  by  the  individual 
physician. 

ability  was  evident.  Sixty-two  percent  had 
error  rates  of  five  percent  or  greater.  No  fac- 
tor other  than  certification  in  cardiology  was 
demonstrated  to  distinguish  the  two  groups. 
The  board  certification  examination  in  cardi- 
ology includes  a special,  comprehensive  test 
to  evaluate  competency  in  interpretation  of 
ECGs. 

Since  the  institution  of  the  quality  assur- 
ance (QA)  study  of  ECG  interpretation  at 
GMH,  a number  of  articles  have  appeared  in 
the  literature  relating  to  this  subject.  Prior  to 
the  development  of  the  ECGEXAM  by  the 
American  College  of  Cardiology,  no  national- 
ly recognized  standard  for  physician  compe- 
tency existed.  Hurst  makes  the  observation 
that  residency  programs  in  internal  medicine, 
family  practice,  and  emergency  medicine 
have  limited  formal  teaching  in  ECG  inter- 
pretation and  often  leave  the  responsibility  of 
acquiring  this  skill  up  to  individual  residents.2 
The  widespread  use  of  computerized  ECG 
interpretation  may  well  have  contributed  to 
downgrading  the  importance  of  primary 
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Physician 

TABLE  2 

Characteristics  by  High  Error  Rate  (>  5%) 

Physician 

Characteristic 

No. 

No.  (%)  of  Physicians 
with  Error  Rate  > 5% 

P-value 

Total  ECGs 
over-read 

< 50 

13 

8 (61.5) 

0. 1 3 

50- 1 50 

18 

4 (22.2) 

> 150 

12 

4 (33.3) 

Age  (Years) 

<40 

16 

3 (18.8) 

0.12 

40-50 

12 

6 (50.0) 

>50 

15 

7 (46.8) 

Time  on  hospital 
staff  (Years) 

< 5 

14 

3 (21.4) 

0.12 

6-15 

13 

4 (30.8) 

> 15 

16 

9 (56.3) 

Board  Certification 

Other 

2 

2 (100) 

<0.01 

Internal 

25 

14  (56.0) 

Cardiology 

16 

0 ( 0.0) 

Total  discharges 

< 100 

14 

7 (50.0) 

0.13 

100-200 

19 

8 (42.1) 

>200 

10 

1 (10.0) 

physicians’  acquiring  and  maintaining  this 
skill. 

Evidence  such  as  that  in  this  report  indi- 
cates there  is  marked  variation  among  physi- 
cians in  their  ability  to  render  proper  interpreta- 
tions of  ECGs.  In  a recent  review  entitled 
“ECG  Proficiency:  Where  Patient  Safety  and 
Physician  Liability  Meet,”  Weber  points  out 
that  internists  “accounted  for  more  than  half  of 
the  ECG-related  malpractice  claims  in  the 
PIAA’s  10-year  database,  and  some  56  percent 
of  the  dollar  awards.”3 General  and  family  prac- 
titioners accounted  for  another  quarter.  To 
emphasize  the  clinical  significance  of  this  prob- 
lem, Weber  refers  to  Jayes’  report  in  The  Jour- 
nal of  General  Internal  Medicine  that  docu- 
ments the  fact  that  29  percent  of  patients  with 
abnormal  ST  or  T waves  on  their  ECGs  were 
misdiagnosed  as  normal  by  doctors  staffing 


ERs  in  six  prestigious  New  England  hospitals.4 
In  his  article  Weber  recommends  the  utilization 
of  the  ECGEXAM  as  a means  for  assessing 
physician  competency  in  ECG  interpretation. 

SUMMARY  AND  RECOMMENDATIONS 

The  result  of  a QA  review  of  ECG  interpreta- 
tion at  GMH  answers  the  two  questions 
raised  by  the  original  report  regarding  indi- 
vidual physicians’  and  cardiologists’  vs. 
internists’  skills  in  ECG  interpretation.  Cardi- 
ologists were  much  more  consistent,  and  all 
met  the  accepted  goal  of  < five  percent  major 
error;  in  fact,  56  percent  of  cardiologists  met 
the  goal  of  < two  percent.  Internists  exhibited 
a marked  variability  in  performance,  with  62 
percent  making  over  five  percent  major 
errors;  only  14  percent  of  internists  had  < two 
percent  error  rate.  These  findings  reinforce 
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the  recommendation  in  the  original  report  that 
the  criteria  for  credential i ng  physicians  to 
read  ECGs  should  include  a requirement  for 
physicians  other  than  cardiologists  to  pass  a 
nationally  recognized  competency  examina- 
tion. This  requirement  can  now  be  met  by 
passing  the  readily  available  ECGEXAM 
provided  by  the  American  College  of  Cardi- 
ology. □ 
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NEONATAL  HEMOCHROMATOSIS:  AN  UN- 
USUAL PRESENTATION  OF  IRON  STORAGE 
DISEASE 

KARL  K.  GRUBER,  M.  D.* 

DOMINIC  S.  RASO,  M.  D. 


INTRODUCTION 

Hemochromatosis  is  a disorder  in  which 
excessive  intracytoplasmic  deposition  of 
hemosiderin  in  parenchymal  organs,  such  as 
the  liver,  thyroid,  pancreas,  and  heart,  leads 
to  tissue  damage  and  disfunction.  It  is  consid- 
ered primary  when  the  cause  of  excess  iron  is 
unknown  and  secondary  when  it  is  the  result 
of  hemolysis,  multiple  blood  transfusions,  or 
excess  ingestion  of  large  amounts  of  iron.  In 
primary  hemochromatosis  ingestion  or  expo- 
sure to  iron-containing  products  is  normal.  It 
consists  of  two  types,  neonatal  and  adult  idio- 
pathic. 

Neonatal  hemochromatosis  (NH)  is  a rare 
clinicopathologic  entity  in  which  liver  dis- 
ease of  unknown  etiology  is  present  concomi- 
tantly in  a patient  who  has  hepatic  and  extra- 
hepatic  siderosis.  A characteristic  pattern  of 
iron  deposition  in  parenchymal  cells  with  dis- 
tinct reticuloendothelial  sparing  is  an  impor- 
tant diagnostic  feature  of  NH.1  This  pattern  of 
iron  deposition,  liver  disease  of  undetermined 
etiology,  and  a progressive  clinical  course 
consisting  of  IUGR.  premature  birth,  severe 
hypoglycemia,  hyperbilirubinemia,  and  coag- 
uloapathy  characterize  neonatal  hemochro- 
matosis. 

By  contrast,  adult  hemochromatosis  usually 
manifests  itself  in  middle  adulthood  and  fol- 
lows a slow  progressive  course  over  many 
years.  Although  the  exact  mechanism  has  not 
been  completely  elucidated,  the  cause  of  the 
elevated  iron  levels  appears  to  be  unregulated 
absorption  of  iron  by  the  mucosal  cells  lining 
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the  small  bowel.  Primary  hemochromatosis, 
both  adult  and  neonatal,  are  easily  differenti- 
ated from  secondary  or  transfusional 
hemochromatosis  where  senescent  or 
opsonized  red  blood  cells  are  scavenged  by 
macrophage  with  iron  deposition  occurring 
first  in  the  reticuloendothelial  cells  and  sub- 
sequently in  the  parenchymal  cells  of  sys- 
temic organs.2 

Although  neonatal  hemochromatosis  is 
rare,  it  is  important  to  make  the  diagnosis 
quickly  since  it  is  usually  fatal  without  liver 
transplantation. Furthermore  NH  tends  to 
reoccur  in  families,  making  its  recognition 
important  so  that  future  pregnancies  can  be 
monitored  more  closely. 

CASE  REPORT 

A 22-year-old  white  female  delivered  a 2,300 
gram  36  week  gestational  age  female  infant 
with  apgars  of  four  and  seven  and  respiratory 
distress  initially  believed  to  be  secondary  to 
thoracic  cage  "pigeon  chest"  deformity.  She 
was  acidotic,  hypotensive,  and  thrombocy- 
topenic (35-40,000).  During  the  infant’s  short 
lifespan  no  urine  output  was  observed  and 
she  required  continued  pressor  support.  Both 
pre  and  postmortem  blood  cultures  were  neg- 
ative. There  was  no  family  history  of  hered- 
itable  metabolic  disorders.  The  infant  was 
treated  with  prophylactic  antibiotics  and 
admitted  to  the  neonatal  intensive  care  unit. 
She  expired  approximately  nine  hours  after 
birth.  The  prenatal  course  was  remarkable  for 
oligohydramnios  detected  by  fetal  ultrasound 
immediately  prior  to  delivery.  A previous 
ultrasound  performed  one  month  before 
delivery  revealed  a neonate  with  normal 
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Figure  1. 


amounts  of  amniotic  fluid.  Microscopic 
examination  of  the  650  gram  placenta  sup- 
ported the  approximate  gestational  age  of  36 
weeks.  There  was  no  evidence  of  chorioam- 
nionitis  or  funisitis.  The  fetal  surface  of  the 
placenta  was  mildly  icteric  with  an  unremark- 
able maternal  surface. 

At  autopsy  the  liver  was  small  and  fibrotic, 
weighing  23.5  grams  with  a normal  weight 
being  approximately  90  grams  when  correlat- 
ed with  the  infant’s  age,  length,  and  weight. 
Microscopically,  the  liver  architecture  was 
very  unusual  consisting  of  small  cords  of 
hepatocytes  with  intrahepatic  cholestasis, 
abundant  immature  collagen,  normal  portal 
and  hepatic  veins,  and  bile  ducts  with  large 
hepatic  arteries  (Figure  1).  Special  stains  for 
iron  (prussian  blue)  revealed  the  presence  of 
intracytoplasmic  hemosiderin  within 
parenchymal  organs  such  as  the  liver  and  thy- 
roid but  an  absence  of  hemosiderin  within 
reticuloendothelial  cells.  Blood  and  lung  cul- 
tures taken  at  the  time  of  autopsy  were  nega- 
tive. 

Additional  autopsy  findings  included:  sub- 
arachnoid hemorrhage,  hyaline  membrane 
disease,  papillary  muscle  infarction,  pneu- 
mopericardium and  early  pneumonia. 

DISCUSSION 

Neonatal  hemochromatosis  or  neonatal  iron 
storage  disease  is  a rare  clinicopathologic 
entity  characterized  by  severe  idiopathic  liver 
disease  of  intrauterine  onset  which  is  usually 


fatal.  Approximately  100  cases  of  NH  have 
been  reported.  The  hallmark  of  this  disease  is 
siderosis  of  hepatocytes  and  of  extrahepatic 
parenchymal  cells  with  paradoxical  sparing 
of  reticuloendothelial  cells  in  the  liver, 
spleen,  lymph  nodes,  and  bone  marrow.14  It 
remains  unclear  whether  NH  is  the  result  of 
fetal  liver  disease  of  various  unknown  etiolo- 
gies or  a hereditable  disorder  of  iron  process- 
ing and  storage.  Cases  in  siblings  have  been 
reported,  suggesting  a autosomal  recessive 
type  pattern.2-5 

In  our  case,  the  presentation  with  oligohy- 
dramnios, coagulopathy,  anemia,  and  throm- 
bocytopenia was  typical  although  not  specific 
for  NH.  Liver  disfunction  of  any  etiology 
may  clinically  present  with  hypoalbumine- 
mia,  thrombocytopenia,  anemia,  and  coa- 
glopathy.  Therefore,  NH  is  a diagnosis  of 
exclusion  where  primary  hepatic  structural 
anomalies,  identifiable  intrauterine  infection, 
exposure  to  toxic  agents,  and  metabolic  disor- 
ders have  been  ruled  out.1  Once  these  causes 
of  fetal  liver  disease  have  been  excluded,  then 
the  antemortem  diagnosis  may  be  made  by 
demonstration  of  iron  deposits  in  extrahepatic 
sites  by  biopsy  or  magnetic  resonance  imag- 
ing (MRI)  of  the  liver,  heart  or  pancreas.  T-2 
weighted  MR  images  of  organs  which  are 
siderotic  will  have  decreased  signal  intensity. 
Siderosis  is  diagnosed  radiologically  when 
signal  intensity  of  an  organ  or  tissue  on  T-2 
weighted  images  is  less  than  that  of  skeletal 
muscle.6  MR  imaging  of  the  spleen  can  be 
particularly  revealing  because  the  reticuloen- 
dothelial cells  of  the  splenic  cords  are  not 
siderotic  in  NH  and  therefore  the  T-2  weighed 
images  of  the  spleen  will  be  normal.6  This 
contrasts  distinctly  with  the  pronounced 
siderosis  of  other  parenchymal  organs.  MR 
imaging  is  therefore  of  particular  value  in  that 
it  will  allow  scanning  of  multiple  organs 
(liver,  heart,  pancreas)  for  siderosis.  This  hep- 
atic and  extrahepatic  siderosis  with  splenic 
sparing  is  characteristic  of  NH.'  Although 
MR  imaging  was  not  performed  in  this  case, 
postmortem  examination  revealed  this  char- 
acteristic pattern  of  iron  deposition.  This  pat- 
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tern  is  relatively  specific  for  NH  in  that 
severe  subacute/chronic  infantile  liver  dis- 
ease due  to  other  currently  recognized  etiolo- 
gies does  not  usually  lead  to  iron  deposition 
in  multiple  parenchymal  organs.1  This  pattern 
of  iron  deposition  is  more  important  than  the 
isolated  findings  of  hepatic  siderosis  or  ele- 
vated ferritin  levels  alone.  Marked  hepatic 
siderosis  is  physiologic  in  the  neonatal  peri- 
od. Therefore,  any  process  which  damages 
these  iron  ladened  hepatocytes  can  cause  the 
release  of  large  amount  of  ferritin.2  Extrahep- 
atic  siderosis  with  reticuloendothelial  sparing 
should  be  demonstrated  within  the  proper 
clinical  setting  before  the  definitive  diagnosis 
of  NH  is  made. 

Although  treatment  options  for  NH  are  lim- 
ited and  the  liver  disfunction  encountered  is 
overwhelming  and  usually  fatal,  a quick  diag- 
nosis may  provide  treatment  options  and  has 
prognostic  implications  towards  future  preg- 
nancies. Deferoxamine  has  not  proved  bene- 
ficial; however,  in  limited  number  of  patients 
liver  transplantation  has  been  successful. 
Furthermore  in  the  recipients  who  have  sur- 
vived, iron  has  not  reaccumulated  in  the 
implanted  liver.2  In  some  cases,  such  as  the 
one  presented  here,  the  rapidly  deteriorating 
clinical  course  may  preclude  a premortem 
diagnosis.  At  autopsy  it  is  important  for  the 
pathologist  to  consider  the  diagnosis  since 
NH  occurs  with  increased  frequency  in  sib- 
lings and  a strong  argument  can  be  made  for 


increased  monitoring  of  any  future  pregnan- 
cies. MR  imaging  has  been  used  during  the 
third  trimester  to  exclude  NH  in  a fetus  at 
increased  risk.6  Although  experience  with 
MR  in  pregnancy  is  limited,  greater  experi- 
ence may  allow  for  earlier  diagnosis  with  the 
option  for  elective  termination  or  preparation 
for  impending  liver  transplantation. 

In  summary  neonatal  hemochromatosis  is  a 
rare  and  possibly  underdiagnosed  neonatal 
disorder.  When  present,  it  is  important  to 
quickly  diagnose  since  it  is  usually  fatal  with- 
out expedient  organ  transplant.  Furthermore, 
there  is  occurrence  in  siblings  with  an  autoso- 
mal recessive  type  pattern  which  would  indi- 
cate close  monitoring  of  future  pregnancies. □ 
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PHYSICIAN-ASSISTED  SUICIDE  AND  THE 
COURTS:  A SEA  CHANGE* 
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STEPHEN  P.  WILLIAMS,  J.  D. 


For  the  first  time  ever  in  the  United  States 
federal  courts  of  appeal  have  decided  right- 
to-die  cases  that  challenge  state  statutes  crim- 
inalizing physician-assisted  suicide.  On 
March  9.  1996,  the  Ninth  Circuit  Court  of 
Appeals  in  Washington  state  ruled  that  the 
Washington  statute  prohibiting  physicians 
from  prescribing  life-ending  medication  for 
use  by  terminally  ill,  competent  adults  who 
wish  to  hasten  their  own  deaths  is  unconstitu- 
tional, as  it  violates  the  Due  Process  Clause 
of  the  Fourteenth  Amendment  of  the  Consti- 
tution of  the  United  States  of  America  (Com- 
passion in  Dying  v.  State  of  Washington;  No. 
94-35534).  The  court  concluded  that  there  is 
a constitutionally-protected  liberty  interest  in 
determining  the  time  and  manner  of  one’s 
own  death,  which,  in  the  case  of  terminally  ill 
adults,  is  not  outweighed  by  the  state’s  inter- 
est in  preserving  the  lives  of  its  citizens.  On 
Tuesday,  April  2,  1996,  the  Second  Circuit 
Court  of  Appeals  in  New  York  reached  a sim- 
ilar judgment  on  different  grounds,  finding 
that  allowing  terminally  ill  patients  to  die 
through  physician  removal  of  life-sustaining 
treatment  such  as  mechanical  ventilators  or 
artificial  hydration  and  nutrition  while  not 
allowing  these  patients  to  die  by  taking  physi- 
cian-prescribed medication  was  a violation  of 
the  equal  protection  clause  of  the  Fourteenth 
Amendment  (Quill  v.  Vacco;  No.  95-7028). 


*From  the  Division  of  Pediatric  Critical  Care  (Dr. 
Webb)  and  the  Program  in  Biomedical  Ethics  (Drs. 
Webb  and  Marshall),  Medical  University  of  South 
Carolina,  Charleston,  SC;  and  the  South  Carolina 
Medical  Association,  Columbia,  SC  (Mr.  Williams). 

**Address  correspondence  to  Dr.  Webb  at  the  Program 
in  Biomedical  Ethics,  Medical  University  of  South 
Carolina,  171  Ashley  Avenue,  Charleston,  SC  29425- 
0950. 


In  both  cases,  the  plaintiffs  were  terminally 
ill  patients  as  well  as  physicians  who  treat  ter- 
minally ill  patients.  One  of  the  terminally  ill 
patients  in  the  Washington  state  case  was  her- 
self a physician,  a 69-year-old  pediatrician 
who  had  suffered  since  1988  from  cancer 
which  had  later  metastasized  throughout  her 
skeletal  system.  In  both  states,  several  of  the 
patient  plaintiffs  died  before  the  courts  of 
appeal  reached  their  decisions.  Both  courts, 
however,  allowed  the  physician  plaintiffs  to 
assert  the  rights  of  their  former  patients. 

In  deciding  the  Washington  state  case,  the 
Ninth  Circuit  court  first  addressed  the  issue 
of  whether  there  is  a liberty  interest  in  deter- 
mining the  time  and  manner  of  one’s  death. 
In  its  finding,  the  court  stated  that  "We  do  not 
ask  simply  whether  there  is  a liberty  interest 
in  receiving  'aid  in  killing  oneself’  because 
such  a narrow  interest  could  not  exist  in  the 
absence  of  a broader  and  more  important 
underlying  interest — the  right  to  die.”  Only 
after  establishing  that  such  a liberty  interest 
existed  could  the  court  then  address  the  ques- 
tion of  whether  Washington  state's  ban  on 
assisted  suicide  unconstitutionally  restricts 
the  exercise  of  that  interest.  In  its  finding,  the 
court  stated  that:  "We  first  conclude  that  there 

Amendment  XIV  to  the  constitution  of  the 
United  States  of  America  was  adopted  in 
1868.  The  pertinent  section  states;  No  state 
shall  make  or  enforce  any  law  which  shall 
abridge  the  privileges  or  immunities  of 
citizens  of  the  United  States;  nor  shall  any 
state  deprive  any  person  of  life , liberty , or 
property,  without  due  process  of  law;  nor 
deny  to  any  person  within  its  jurisdiction  the 
equal  protection  of  the  laws. 
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is  a constitutionally-protected  liberty  interest 
in  determining  the  time  and  manner  of  one’s 
death,  an  interest  that  must  be  weighed 
against  the  state’s  legitimate  and  countervail- 
ing interests,  especially  those  that  pertain  to 
the  preservation  of  human  life.  After  balanc- 
ing the  competing  interests,  we  conclude  by 
answering  the  narrow  question  before  us:  We 
hold  that  insofar  as  the  Washington  statute 
prohibits  physicians  from  prescribing  life- 
ending medication  for  use  by  terminally  ill, 
competent  adults  who  wish  to  hasten  their 
own  deaths,  it  violates  the  Due  Process 
Clause  of  the  Fourteenth  Amendment.” 

The  Ninth  Circuit’s  opinion  cites  evidence 
that  “a  large  majority  of  Americans— some- 
times nearing  90  percent — fully  endorse 
recent  legal  changes  granting  terminally  ill 
patients,  and  sometimes  their  families,  the 
prerogative  to  accelerate  their  death  by  refus- 
ing or  terminating  treatment.”  The  court  also 
notes  that  in  the  entire  United  States  there  is 
no  case  of  criminal  punishment  for  a physi- 
cian for  helping  a patient  hasten  his  own 
death.  Interestingly,  the  court  is  "doubtful  that 
deaths  resulting  from  terminally  ill  patients 
taking  medication  prescribed  by  their  doctors 
should  be  classified  as  ‘suicide’.” 

The  Ninth  Circuit  dismisses  traditional 
arguments  against  physician-assisted  suicide 
posed  by  some  physicians  (and  by  the  Ameri- 
can Medical  Association).  Against  the  argu- 
ment that  physician-assisted  suicide  requires 
physicians  to  play  an  active  role  in  patients’ 
deaths,  the  court  states:  “...the  line  between 
commission  and  omission  is  a distinction 
without  a difference  now  that  patients  are  per- 
mitted not  only  to  decline  all  medical  treat- 
ment, but  to  instruct  their  doctors  to  terminate 
whatever  treatment,  artificial  or  otherwise, 
they  are  receiving.  In  disconnecting  a respira- 
tor, or  authorizing  its  disconnection,  a doctor 
is  unquestionably  committing  an  act;  he  is 
taking  an  active  role  in  bringing  about  the 
patient’s  death.  In  fact,  there  can  be  no  doubt 
that  in  such  instances  the  doctor  intends  that, 
as  the  result  of  his  action,  the  patient  will  die 
an  earlier  death  than  he  otherwise  would.” 


In  addressing  the  objection  that  physician- 
assisted  suicide  causes  deaths  that  would  not 
result  from  the  patient’s  underlying  disease, 
the  court  found  that  “drawing  such  a distinc- 
tion on  the  basis  of  whether  the  patient’s 
death  results  from  an  underlying  disease  no 
longer  has  any  legitimacy.  When  Nancy 
Cruzan’s  feeding  and  hydration  tube  was 
removed,  she  did  not  die  of  an  underlying 
disease.  Rather,  she  was  allowed  to  starve  to 
death.  [Author’s  note:  in  these  cases,  death 
occurs  from  dehydration,  not  from  lack  of 
calories.]  In  fact,  Ms.  Cruzan  was  not  even 
terminally  ill  at  the  time,  but  had  a life 
expectancy  of  30  years.  The  removal  of  the 
gastrostomy  tube,  which  was  clearly  the  pre- 
cipitating cause  of  her  death,  is  not  consid- 
ered to  be  the  legal  cause  only  because  a judi- 
cial judgment  has  been  made  that  removing 
the  feeding  tube  is  permissible.” 

Finally  the  court  examined  the  argument 
that  physician-assisted  suicide  requires  physi- 
cians to  provide  the  causal  agent  of  patients’ 
deaths.  In  their  finding,  the  court  dismissed 
“double  effect”  reasoning  promoted  by  the 
AMA  and  others.  In  1988  the  AM  A Council 
on  Ethical  and  Judicial  Affairs  stated  that  “the 
administration  of  a drug  necessary  to  ease  the 
pain  of  a patient  who  is  terminally  ill  and  suf- 
fering excruciating  pain  may  be  appropriate 
medical  treatment  even  though  the  effect  of 
the  drug  may  shorten  life.”  In  a 1994  report, 
the  Council  further  stated  that:  “The  intent  of 
palliative  treatment  is  to  relieve  pain  and  suf- 
fering, not  to  end  the  patient’s  life,  but  the 
patient’s  death  is  a possible  side  effect  of  the 
treatment.  It  is  ethically  acceptable  for  a 
physician  to  gradually  increase  the 
appropriate  medication  for  a patient,  realizing 
that  the  medication  may  depress  respiration 
and  cause  death.”  The  Ninth  Circuit  response 
to  this  position  is  trenchant:  "The  euphemistic 
use  of  ‘possible’  and  ‘may’  may  salve  the 
conscience  of  the  AMA,  but  it  does  not 
change  the  realities  of  the  practice  of 
medicine  or  the  legal  consequences  that 
would  normally  flow  from  the  commission  of 
an  act  one  has  reason  to  believe  will  likely 
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result  in  the  death  of  another.  In  the  case  of 
‘double  effect’  we  excuse  the  act,  or  to  put  it 
more  accurately,  we  find  the  act  acceptable, 
not  because  the  doctors  sugarcoat  the  facts  in 
order  to  permit  society  to  say  that  they 
couldn't  really  know  the  consequences  of 
their  action,  but  because  the  act  is  medically 
and  ethically  appropriate  even  though  the 
result — the  patient’s  death — is  both  foresee- 
able and  intended.” 

Finally,  the  court  states  that  “we  see  little,  if 
any,  difference  for  constitutional  purposes 
between  providing  medication  with  a double 
effect  and  providing  medication  with  a single 
effect,  as  long  as  one  of  the  known  effects  in 
each  case  is  to  hasten  the  end  of  the  patient’s 
life.  Similarly,  we  see  no  ethical  or  constitu- 
tionally cognizable  difference  between  a doc- 
tor's pulling  the  plug  on  a respirator  and  his 
prescribing  drugs  which  will  permit  a termi- 
nally ill  patient  to  end  his  own  life.” 


What  next  regarding  these  precedent-setting 
court  decisions?  Most  likely,  neither  decision 
will  remain  unchallenged.  Either  court  could 
order  reargument  en  banc,  before  all  25  of  the 
judges  rather  than  just  a large  en  banc  panel. 
Lastly,  either  case  could  be  appealed  to  the 
United  States  Supreme  Court  which  would 
decide  whether  the  case  merits  a hearing,  or 
whether  the  Circuit  Court  decision  should 
stand.  Readers  should  recall  that,  since  South 
Carolina  falls  under  the  jurisdiction  of  the 
Fourth  Circuit  Court  of  Appeals,  neither  the 
Ninth  or  the  Second  Circuit  court  decisions 
governs  physician  practice  in  South  Carolina. 

For  those  interested  in  obtaining  the  text  of 
the  Ninth  Circuit  opinion,  it  can  be  accessed 
on  the  Internet  at  http://www.law.vill.edu/ 
Fed-Ct/Circuit/9th/opin  ion  s/9435  5 34.htm. 
The  Second  Circuit  opinion  can  be  accessed 
at  http://www.TouroLaw.edu/AboutTLC/ 
2ndCircuit/.  □ 
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THE  ANNUAL  MEETING  OF  THE  AMA 
CHICAGO,  ILLINOIS  - JUNE  21  - 27, 1996 

REPORT  OF  THE  SCMA  DELEGATION 

WALTER  J.  ROBERTS,  JR.,  M.  D.* 


The  Annual  Meeting  of  the  House  of 
Delegates  of  the  American  Medical 
Association  (AMA)  was  held  in  Chicago 
June  21-27,  1996.  In  addition  to  our  returning 
delegation  members,  Drs.  Chris  Hawk,  Dan 
Brake,  Roger  Gaddy,  John  Simmons,  Steve 
Imbeau,  Nelson  Weston  and  myself,  we  were 
joined  by  our  new  Alternate  Delegate,  Dr. 
Carol  Nichols.  CEO  Bill  Mahon  and  Legal 
Counsel  Steve  Williams  completed  the  South 
Carolina  delegation.  Our  AMA  Board  of 
Trustees  member,  Dr.  Randy  Smoak,  was  also 
present,  lending  his  knowledge  and  support  to 
our  delegation. 

It  is  considered  a mark  of  prominence  among 
state  delegations  to  have  members  of  their 
delegation  selected  to  Reference  Committees 
at  the  AMA  meetings,  so  we  were 
particularly  pleased,  at  this  meeting,  to  have 
three  of  our  eight  delegates  so  selected  and 
honored:  Drs.  Dan  Brake,  Roger  Gaddy  and 
Steve  Imbeau  all  served  on  various 
committees. 

Of  even  more  importance,  immediately  after 
the  meeting  concluded,  Dr.  Brake  was 
accorded  the  high  honor  and  recognition  of 
election  to  the  Council  on  Legislation  of 
AMA.  This  is  a very  important  Council, 
involved  in  decision-making  of  the  highest 
order  with  respect  to  AMA’s  legislative 
activities.  We  are  secure  in  the  knowledge 
that  Dan  will  represent  South  Carolina 
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physicians  well  in  this  important  committee. 

There  are  always  numerous  issues  which 
arise  at  AMA  meetings,  many  of  them  quite 
controversial.  At  this  meeting,  for  example, 
the  agenda  contained  104  reports  from  the 
various  councils  and  from  the  Board  of 
Trustees,  and  some  210  resolutions  arising 
from  the  constituent  state  and  speciality 
organizations.  Each  of  these  is  discussed  at 
length  in  reference  committee,  some  re- 
discussed on  the  floor  of  the  House  of 
Delegates  before  votes  are  held.  It  was  clear 
before  the  meeting  began  that  several  issues 
were  paramount,  and  I will  attempt  to  tell  you 
about  these  and  other  issues  of  importance  in 
this  report. 

STUDY  OF  THE  FEDERATION 

As  I have  reported  in  the  past,  and  as  I 
discussed  with  many  of  you  at  the  SCMA 
Annual  Meeting  in  Charleston,  there  has  been 
for  three  years  an  ongoing  study  of  the 
structure  of  the  American  Medical 
Association.  This  study  is  certainly  timely, 
since  AMA  as  currently  structured  has  been 
functioning  since  around  the  turn  of  this 
century.  Certainly  much  has  changed  with 
respect  to  the  American  physician  in  that 
nearly  100  years.- 

To  fully  discuss  all  of  the  planned  changes 
would  require  more  time  and  space  than  is 
allotted  for  this  report,  so  please  allow  me  to 
“summarize”  in  brief  fashion  this  study 
which  is  fast  becoming  reality  for  AMA. 


It  is  recognized  by  all  that  constituent  society 
representation  has  not  been  “inclusive”  in  its 
scope,  that  physicians  during  the  past  century 
have  looked  increasingly  to  their  specialty 
organizations  for  their  advice  and  support  for 
their  practices.  A “working  relationship” 
must  exist  between  all  segments  of  the  AMA 
Federation  if  objectives  which  will  benefit  all 
physicians  are  to  be  achieved. 

It  is  also  recognized  that  many  physicians  do 
not  feel  they  are  enjoying  sufficient  return  on 
their  investment  of  time,  effort  and  money  in 
the  existing  medical  organizations — 
including  local,  state  and  national  medical 
organizations  as  well  as  their  own  specialty 
organizations.  The  proposed  changes  in  the 
Federation  seeks  to  develop  “collaborative 
intent”  which  will  advance  these  working 
relationships,  will  develop  coordinated 
activities  with  respect  to  public  policy,  and 
which  will  make  efforts  to  establish 
mechanisms  to  allow  increased  participation 
by  segments  of  medicine  which  have  been 
too-long  left  out  of  the  milieu  (including 
women  physicians,  solo  practitioners, 
minority  physicians,  research  physicians  and 
others). 

Toward  that  end,  there  will  be  changes  in  the 
allocation  formula  which  will  provide  for 
more  representation  from  these  various  areas 
of  medicine  in  the  House  of  Delegates  of 
AMA.  This  will  enhance  specialty  society 
participation  since  those  societies  will  now 
have  a greater  voice,  will  allow  for  more 
adequate  representation  for  those  groups  of 
physicians  whose  demographics,  ethnicity  or 
type  and  location  of  practice  have  not  given 
them  the  voice  they  need  and  deserve. 

I would  recommend  that  you  follow  the 
changes  in  the  AMA  Federation  carefully. 
Much  will  be  forthcoming  in  publications 
such  as  JAMA,  AM  News,  your  specialty 


organization  publications  and  other  sources 
with  regard  to  these  actions.  They  are 
meaningful  and  honest  in  the  attempt  to  bring 
the  house  of  medicine  together. 

PHYSICIAN-ASSISTED  SUICIDE 

In  a nearly  unanimous  vote,  the  House  of 
Delegates  reaffirmed  existing  policy  which  is 
in  opposition  to  physician-assisted  suicide, 
encouraging  physicians  to  work  toward 
developing  and  maintaining  expertise  in 
palliative  and  other  care  for  terminally  ill 
patients. 

POINT  OF  SERVICE  PROVISIONS  IN 
MANAGED  CARE  PLANS 

The  concern  over  “point  of  service” 
provisions  in  managed  care  contracts 
continues  to  be  debated  by  the  House  of 
Delegates.  A resolution  was  introduced  by 
the  Georgia  delegation,  calling  again  for 
AMA  to  support  the  idea  that  such  provisions 
should  be  mandatory  in  all  managed  care 
contracts.  In  a very  close  vote,  the  House 
decided  to  “stay  the  course”  which  calls  upon 
managed  care  plans  to  offer  an  “optional” 
point  of  service.  The  reasons  for  this  decision 
are  multiple:  first,  there  are  many  physicians 
who  are  involved  in  managed  care,  not  only 
as  contracted  physicians,  but  also  as 
financially  involved  managers  and  owners, 
and  their  sentiment  is  toward  optional — if 
any — point  of  service  choice  for  patients. 
Second,  there  exists  strong  feeling  in  the 
business  sector  that  point  of  service 
provisions  weaken  the  advantages  which 
managed  care  plans  offer  them  in  cost 
savings.  (It  has  been  shown  that  actually,  the 
additional  cost  is  minimal).  Third,  AMA  has 
strongly  adhered  to  the  premise  that 
“pluralism”  in  patient’s  choice  of  their  health 
plan  is  adversely  impacted  by  making  every 
plan — by  mandate — offer  point  of  service 
provisions.  Both  sides  of  the  issue  have 
rationale,  and  the  debate  will  likely  continue. 
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MANDATORY  HIV  TESTING  FOR 
PREGNANT  FEMALES 

Studies  show  that  if  a woman  who  is  HIV- 
positive becomes  pregnant,  her  offspring  has 
a one-in-four  chance  of  being  HIV-positive. 
If  the  woman  begins  early  in  pregnancy  to 
take  AZT,  the  chance  of  the  baby  being  HIV- 
positive drops  to  eight  percent.  Again  there 
was  a very  close  vote — 185  to  181 — to 
support  mandatory  testing  for  all  pregnant 
females.  Those  who  were  in  opposition  to  the 
decision  cited  studies  which  indicate  that  fear 
on  the  part  of  the  pregnant  woman  may 
prevent  her  from  seeking  early  care  of  the 
pregnancy,  and  advanced  the  premise  that  the 
best  plan  is  for  education  and  counselling  of 
the  mother. 

EXTREME  AND  ULTIMATE  FIGHTING 

A Pennsylvania  resolution  calling  for  banning 
“extreme  and  ultimate  fighting,”  and 
encouraging  state  or  federal  legislation  which 
would  prohibit  televising  of  such  events 
passed  easily.  Existing  policy  against  boxing 
was  discussed  also. 

TOBACCO  ADVERTISING 

A substitute  resolution  which  was  adopted 
encourages  physicians  to  not  subscribe  to 
magazines  which  advertise  tobacco  products, 
and  to  place  a disclaimer  on  any  magazine  in 
doctors’  offices  waiting  areas  which  includes 
tobacco  advertising,  that  the  physician  does 
not  support  such  products. 


MEDICAL  SERVICES  ABOARD 
CRUISE  SHIPS 

A resolution  from  Florida  asked  AMA  to 
become  involved  in  improving  medical  care 
on  cruise  ships.  The  amended  resolution  calls 
for  federal  or  international  rules  which  will 
call  for  standards  of  care  to  be  developed  by 
the  cruise  lines  for  appropriate  emergency 
medical  care  for  passengers. 

M any  other  issues  of  importance  to 
physicians  and  their  patients  were  discussed, 
either  to  be  referred  for  future  action  or  for 
passage  and  implementation.  Several  of  these 
are  discussed  in  detail  in  the  July  27th  issue 
of  AM  News,  and  I recommend  them  to  you. 

Once  more,  your  South  Carolina  AMA 
Delegation  seeks  to  represent  you  to  the  best 
of  our  ability  at  the  national  level.  I invite 
your  comment,  and  your  participation.  The 
Interim  Meeting  of  the  AMA  will  be  held  in 
early  December  of  this  year  in  Atlanta,  and  it 
would  be  a marvelous  opportunity  for  you  to 
attend  an  AMA  meeting.  I am  sure  you  would 
come  away  with  confidence  in  the  efforts  of 
the  AMA  on  behalf  of  the  physicians  and 
patients  of  our  country. 

On  the  following  page  is  a report  submitted 
by  March  Seabrook,  M.  D.,  for  the  AMA 
Young  Physicians  Section. 

□ 
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THE  1996  ANNUAL  MEETING  REPORT  FOR  THE  YOUNG  PHYSICIANS  SECTION 

MARCH  E.  SEABROOK,  M.  D. 


The  1996  Annual  Meeting  of  the  American 
Medical  Association  Young  Physicians 
Section  (AMA-YPS)  was  held  June  20 
through  June  22  in  Chicago.  The  meeting  was 
attended  by  over  100  delegates  and  alternate 
delegates  representing  the  state  and  specialty 
societies. 

Thursday  evening  included  organizational 
and  long-range  planning  meetings.  This 
involves  various  committee  members  and 
interested  Delegates  and  Alternate  Delegates. 
I had  the  opportunity  to  serve  as  the 
Chairman  of  the  Credentials  Committee  this 
year.  This  was  followed  by  an  evening  social 
hour. 

On  Friday,  the  Section  was  convened  and 
after  the  usual  introductions  and  awards,  the 
membership  heard  testimony  on  26 
resolutions  and  six  reports  in  two  Reference 
Committee  hearings.  The  subject  matter 
typically  is  related  to  the  issue  of  young 
physicians,  but  can  also  affect  all  physicians. 
Several  of  this  year’s  hot  topics  included 
physician-assisted  suicide,  denial  of  payment 
for  pre-certified  care,  capitation  and  its 
ethical  concerns,  gag  clauses,  physicians  and 
sexual  misconduct,  and  discrimination 
against  non-board  certified  physicians. 

During  lunch,  we  heard  a report  from  Scott 
Wilbur,  a lobbyist  for  the  AMA,  who  gave  us 
an  update  on  legislative  affairs.  The  election 


year  has  put  many  things  on  hold  regarding 
medicine,  but  the  AMA  is  poised  to 
aggressively  lobby  for  its  constituents’ 
concerns.  Friday  afternoon  was  highlighted 
by  debate  on  “The  Study  of  the  Federation.” 
This  is  the  result  of  a two-year  project 
recommended  by  a Council  on  Long  Range 
Planning  and  Development.  (CLRPD).  This 
study  examines  how  the  AMA  should  adapt 
to  a changing  environment  in  health  care  to 
maintain  itself  as  the  largest  and  most 
powerful  voice  for  the  entire  medical 
profession. 

On  Saturday,  the  Reference  Committee 
reports  were  heard  and  the  resolutions  and 
reports  were  voted  on  by  the  delegation. 

The  new  governing  council  was  elected  and 
is  listed  below: 

Chair:  Sam  Solish,  California 
Chair  elect:  George  Innes,  New  York 
Immediate  past  chair:  Paul  Rudolf, 
Washington,  D.C. 

Delegate:  Bruce  Scott,  Kentucky 
Alternate  Delegate:  David  Callender,  Texas 
Members-at-large:  Stuart  Gitlow, 
Massachusetts 
Raymond  Reyes,  California 

The  meeting  concluded  Saturday  afternoon 
with  the  next  scheduled  meeting  in  early 
December  in  Atlanta.  □ 
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A BRIEF  HISTORY  OF  MUSC  STUDENT  OUT- 
PATIENT OBSTETRICS  DEPARTMENT  (OPD) 
AND  AMBUUANCE  SERVICE  AT  ROPER  HOS- 
PITAL, 1950-1952 

WILLIAM  HARVEY  HUNTER,  M.  D.* 


Of  those  of  us  who  entered  medical  school  in 
Charleston  in  1948,  many  were  veterans  of 
WW11  who  had  had  our  undergraduate  stud- 
ies interrupted  by  the  war.  So,  those  of  us 
who  were  to  get  our  M.  D.  degree  in  1952 
were  more  or  less  older  and  more  mature. 
Many  were  married  and  beginning  families. 
My  wife  Jane  and  I had  our  first  two  children 
and  let  me  tell  you.  to  go  to  medical  school 
under  such  circumstances  caused  us  to  be  real 
economically  aware  of  our  situation.  Having 
spent  some  time  flying  fighters  off  aircraft 
carriers  for  the  Marines  during  WWI1,  1 got 
part  of  my  education  under  the  G-I  Bill  which 
paid  tuition,  books  and  $120  a month  subsis- 
tence. We  probably  couldn’t  have  made  it 
otherwise.  However,  it  was  still  necessary  for 
both  Jane  and  1 to  seek  other  income  in  order 
to  put  three  balanced  meals  on  the  table  for 
the  four  of  us  every  day.  My  second  and  third 
years  in  Charleston  Jane  taught  the  second 
grade  for  $ 1 60  a month. 

My  first  two  years  in  medical  school  were 
for  the  most  part  spent  with  the  books;  so.  we 
ate  a lot  of  beans  and  I had  little  time  to  do 
extra  work.  However,  I did  have  the  job  of 
acquiring  the  bodies  for  the  gross  anatomy 
lab.  For  this  I got  $6.00  a body,  mostly 
obtaining  unclaimed  corpses  from  the  state 
prison  and  state  asylum. 

One  time  one  of  my  classmates  asked  me, 
“Where  do  you  get  all  of  those  bodies?” 
Thrusting  tongue  firmly  in  my  buccal  mucosa 
I answered,  “Sometimes  1 have  to  dig  all 
night.”  He  seemed  rather  shocked  so  I never 
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told  him  any  better. 

By  my  senior  year,  the  G-I  Bill  had  run  out; 
Jane  was  needed  at  home  with  the  children.  1 
had  three  jobs  at  the  medical  college  and  was 
making  $230  a month.  1 am  afraid  that  my 
acquiring  three  such  jobs  caused  a change  in 
policy  of  the  school  after  my  senior  year 
wherein  students  were  only  permitted  one 
job. 

My  jobs  were  so  interesting  and  to  a large 
extent  contributed  to  my  medical  education.  I 
made  $30  a month  working  on  the  embryolo- 
gy of  wild  turkey  eggs.  This  was  under  a 
grant  given  to  Dr.  Kenneth  Lynch  who  was  at 
that  time  president  of  the  medical  college.  I 
also  made  $100  a month  as  the  student 
pathology  fellow  from  my  class.  In  this  job, 
among  other  things,  I learned  to  do  autopsies. 
This  later  led  to,  by  my  intern  year,  to  doing 
the  autopsies  for  the  Greenville  County  Medi- 
cal Examiner  for  $10  each.  And  then  1 made 
$100  a month  riding  the  ambulance  for  Roper 
Hospital  which  was  the  teaching  hospital  for 
the  medical  college. 

Roper,  by  tradition,  always  had  an  intern  to 
ride  with  the  driver  of  the  ambulance.  By 
1951-52  Roper  didn't  have  enough  interns  to 
do  this,  so  they  hired  two  senior  medical  stu- 
dents to  handle  the  ambulance  service.  1 was 
one  of  these.  We  were  24  hours  on  duty  and 
24  hours  off — this  for  the  entire  year.  1 proba- 
bly was  exposed  to  as  much  medicine  riding 
this  ambulance  as  in  any  other  rotation  in  my 
medical  education.  Fall  out  from  this  job  was 
being  able  to  bring  my  family  to  Sunday  din- 
ners at  the  hospital  staff  dining  room.  We 
never  missed  such  a Sunday  except  once. 
That  Sunday  I was  supposed  to  pick  up  the 
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children  from  Trinity  Methodist  Church 
because  Jane  was  to  sing  in  the  choir  that  day, 
when  we  got  this  call  to  a rather  bad  auto 
accident  wherein  both  drivers  had  been 
killed.  I loaded  both  rather  bloody  bodies  in 
the  ambulance  and  told  my  driver  to  go  by 
the  church.  (He  knew  I was  just  a senior  med- 
ical student  but  he  would  always  call  me 
“Doctor”  when  he  especially  wanted  my 
attention.)  He  said,  “Doctor,  these  folks  ain't 
ready  for  the  church  yet.”  But  I had  to  pick 
up  Sam  and  Gwin  or  else  they  would  have 
been  isolated  in  downtown  Charleston.  So, 
with  the  four  of  us  in  the  front  seat,  we  went 
on  to  take  care  of  the  bodies.  When  we  got 
there,  we  got  some  strange  looks  as  all  four  of 
us  piled  out  of  the  ambulance. 

Then  there  were  some  episodes  I’ll  never 
forget.  I often  took  my  five-year-old  son, 
Sam,  with  me  when  I was  working  in  pathol- 
ogy on  the  weekends.  My  jobs  there  were 
injecting  male  rats  with  female  hormones  and 
periodically  sacrificing  the  rats  and  weighing 
their  endocrine  glands.  I was  also  recata- 
loging all  the  gross  specimens. 

Of  course,  the  rats  had  become  rather 
vicious,  and  1 had  to  use  thick  gloves  to  han- 
dle them.  Now  Sam  was  a curious  little  boy, 
so  imagine  my  surprise  when  one  day  while 
he  was  following  me  around  I came  across  a 
delighted  Sam  with  a large  rat  on  each  shoul- 
der. He  was  caressing  each  one  gently  and 
they  weren’t  vicious  with  him.  Another  time 
he  came  trotting  over  to  me  dragging  a pre- 
served cancerous  human  leg,  saying,  “Daddy, 
look  what  I found.” 

Dr.  H.  R.  Pratt-Thomas  during  these  years 
had  a grant  to  try  to  determine  the  cause  of 
cancer  of  the  cervix.  His  thought  was  that 
Jewish  women  didn't  have  a lot  of  such  can- 
cers; that  perhaps  the  smegma  found  within 
the  foreskin  of  uncircumcised  males  may 
contribute  to  cancer  of  the  cervix — pointing 
out  that  Jewish  males  were  all  circumcised  in 
infancy  so  they  were  without  smegma  which 
contained  a gram  negative  smegma  bacillus. 

To  study  this.  Dr.  Pratt-Thomas  acquired 
400  virgin  cancer  strain  E white  mice.  He 


developed  a vaginal  speculum  which  includ- 
ed an  insert  that  would  smear  smegma  on  the 
cervices  of  the  mice.  It  was  my  job  to  do  this 
and  I literally  did  thousands  of  pelvic  exams 
on  virgin  mice  to  work  my  way  through  med- 
ical school. 

I had  only  one  problem  with  this,  which 
was  to  get  enough  smegma.  Haunting  the 
clinics  at  the  medical  school  and  the  wards  at 
old  Roper  with  tongue  blades,  I scraped  much 
smegma  from  any  man  who  had  a foreskin. 
Once  when  we  ran  short  of  smegma,  we  went 
up  to  the  state  asylum  in  Columbia  where 
they  lined  up  all  the  uncircumcised  males, 
and  1 sat  there  with  my  tongue  blades  scrap- 
ping away.  I well  remember  the  man  who  was 
standing  in  line  behind  the  person  I was 
working  on  at  the  time.  He  leaned  over,  gave 
a hard  look  at  what  I was  doing  and  said, 
“Look  at  what  that  crazy  doctor  is  doing,  and 
they  put  me  in  here  and  said  I was  crazy.” 

Dr.  Pratt-Thomas'  mind  went  a mile  a 
minute;  he  was  always  thinking  and  was  an 
outstanding  example  for  his  students.  I have  a 
picture  of  him  in  my  consultation  room,  right 
between  W.  F.  G.  Hegel  and  Dr.  Anton 
Checkov,  other  heroes  of  mine. 

We  had  an  old  long  black  Cadillac  for  an 
ambulance  that  must  have  been  donated  by 
some  funeral  home.  My  driver,  by  the  name 
of  Crayton,  was  an  ancient  Charlestonian  of 
unknown  advanced  age.  He  was  about  five 
feet  two  inches  tall,  about  120  pounds  soak- 
ing wet,  with  deeply  wrinkled  mahogany-col- 
ored skin.  Surprisingly,  he  was  able  to  handle 
his  end  of  the  stretcher  pretty  good,  except 
that  time  we  had  to  bring  a patient  in  a 
stretcher  down  a five-story  fire  escape.  He 
put  me  on  the  bottom  of  the  stretcher  as  he 
guided  from  above,  all  the  time  saying,  “Yes 
sir,  I bet  you  were  a good  football  player  up 
there  at  Clemson.”  Fortunately,  the  patient 
was  unconscious  and  didn’t  seem  to  mind  the 
rain  at  the  time  nor  the  near  vertical  height  of 
the  fire  escape. 

In  those  days  there  were  two  ambulance 
services  in  Charleston,  the  fire  department 
and  ours.  Crayton  was  the  most  cautious  driv- 
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er  I’ve  ever  been  exposed  to.  He  would  drive 
so  slow  and  never  within  five  miles  per  hour 
of  the  speed  limit.  Sometimes  I would  holler. 
“Step  on  it.”  He  always  responded,  “Yes  sir,” 
and  would  goose  the  ambulance  for  at  least 
one  to  two  seconds  then  quickly  fall  back  into 
our  usual  crawl.  The  fire  department  ambu- 
lance, on  the  other  hand,  was  driven  by  some 
young  fire-brands  who  must  have  gotten  their 
jobs  after  training  at  the  Indianapolis  Speed- 
way. Often  times  at  a serious  accident  both 
services  may  get  the  call  and  the  fire  depart- 
ment boys  with  sirens  wailing  took  great 
delight  in  beating  us  to  accidents.  When  I dis- 
cussed this  with  Crayton,  he  would  always 
say,  “They's  dangerous.  Doctor.” 

I didn't  realize  how  dangerous  until  one 
spring  Sunday  morning  just  before  church 
time.  There  was  a very  popular  black  church 
on  President  Street  just  a few  blocks  above 
the  medical  college.  Before  church  time  the 
entire  congregation  would  be  overflowing  the 
sidewalks  and  street  corner  all  socializing, 
smiling,  and  shaking  hands.  Any  time  on 
Sunday  morning  that  our  ambulance  headed 
north,  we  would  pass  this  crowd  and  the 
scene  always  gave  me  such  a favorable 
impression.  In  fact.  I often  thought  if  a Renoir 
could  have  observed  this  scene,  he  could  have 
painted  a famous  impressionistic  picture  of 
“Sunday  in  Charleston.”  It  would  be  a sea  of 
people — men  in  dark  suits,  all  with  white 
shirts,  smiling  and  flashing  white  teeth  in 
black  faces — women  in  flowery  dresses  with 
broad  brim  hats  and  children  scurrying 
through  the  sea  of  people  with  their  church 
steeple  in  the  background.  But  rather  than  an 
artist,  it  was  death  that  visited  and  never  have 
I seen  such  carnage  on  an  American  street. 

This  is  what  happened.  A police  car  in  a 
high  speed  chase  had  broad-sided  another  car 
about  a block  from  the  church  and  there  were 
injured  and  dead  in  this  collision.  Both  ambu- 
lance services  were  called  and  while  Crayton 
and  I were  creeping  towards  the  accident,  the 
fire  department’s  ambulance,  with  sirens 
screaming,  was  blazing  along  Charleston’s 
narrow  streets.  They  failed  to  make  the  corner 


where  the  crowd  stood  outside  the  church — 
their  red  ambulance  rolled  several  times  right 
through  all  those  people  standing  there. 

When  we  arrived  just  a couple  of  minutes 
later,  there  was  an  overwhelming  sound,  like 
loud  surf,  moans  and  screams  of  anguish 
coming  from  the  sea  of  people. 

As  I climbed  out  of  our  ambulance  in  my 
crisp  white  uniform  and  black  bag,  about  six 
different  people  grabbed  me  saying,  “Doctor, 
this  way — over  here,  quick — help  my  mother, 
oh  God,  help  my  boy.”  My  first  thought  was, 
“What  is  a senior  medical  student  doing  in 
such  a situation?” 

The  first  person  I came  to  already  had  a 
coat  placed  over  his  head  and  I was  quickly 
told,  “Don’t  mind  him,  lie’s  dead.  Over  here.” 
For  some  reason  I stopped  and  removed  the 
coat  from  his  face  as  he  then  started  gasping 
for  breath.  This  seemed  to  give  those  pulling 
at  me  second  thoughts,  and  they  let  me  go  to 
do  what  1 had  to  do. 

Loading  three  of  the  worst  injured,  I told 
Crayton,  “Step  on  it  to  the  emergency  room. 
We've  got  to  get  back  out  here  fast.”  Poor  old 
Crayton  took  me  at  my  word  and  at  a speed 
he  was  unaccustomed  to  he  failed  to  make  a 
corner  and  we  went  bouncing  over  curbs  and 
out  into  a vacant  lot,  tossing  our  patients 
around  helter-skelter. 

We  finally  filled  the  emergency  room  with 
more  patients  than  they  had  ever  had  at  once 
and  somehow  got  through  that  day.  But  I 
never  again  told  Crayton  to  “Step  on  it.” 

One  of  my  real  learning  experiences 
occurred  in  the  middle  of  the  night  during  a 
call  to  an  apartment.  As  we  arrived  a young 
man  came  screaming  down  the  hall,  “Hurry, 
oh  God,  hurry,  my  wife  has  stopped  breath- 
ing.” His  wife  was  a beautiful  young  blonde 
with  only  a sheet  covering  her.  They  had  been 
in  the  midst  of  making  love  when  she  had 
jerked  and  stopped  breathing  about  15  min- 
utes before.  Nothing  we  could  do  brought  her 
back  and  when  we  arrived  at  the  hospital  she 
was  dead  on  arrival.  Apparently  what  had 
happened  was  in  the  midst  of  pre-coital  play, 
the  man  was  blowing  air  into  her  vagina. 
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Apparently  this  is  supposed  to  excite  the 
female  hut  unfortunately  in  her  case  she  was 
about  three  months  pregnant.  During  preg- 
nancy and  for  a while  after  delivery  the 
females’  fallopian  tubes  are  rather  dilated  and 
enlarged.  Air  forced  under  pressure  into  the 
vagina  can  easily  pass  through  the  uterus  to 
these  dilated  fallopian  tubes  and  from  there 
easily  into  the  peritoneal  cavity.  With  enough 
pressure  of  the  air  on  the  peritoneum,  it  can 
be  absorbed  into  the  venous  blood  system, 
causing  a massive  air  embolus  to  the  lungs 
and  sudden  death.  I don’t  believe  we  could 
have  saved  her  if  we  had  been  able  to  get 
there  in  two  minutes. 

This  is  an  extremely  rare  cause  of  death. 
The  New  England  Journal  of  Medicine  once 
had  a case  reported  of  such  a happening.  An 
American  soldier  with  his  three-month  preg- 
nant English  sweetheart  were  under  similar 
circumstances  in  London’s  Hyde  Park  when 
she  suddenly  died.  The  soldier  was  arrested 
for  murder;  he  was  in  jail  a long  time  before 
some  British  pathologists  cleared  him  after 
deciding  death  was  due  to  air  embolus  to  the 
lungs. 

The  strangest  sight  I ever  saw  during  this 
time  was  a coastguardsman  out  at  his  base 
there  on  the  peninsular  who  had  fallen  off  a 
three-story  scaffolding  while  painting.  In 
some  way  in  the  fall  he  had  scalped  himself. 
His  entire  scalp  was  laid  back  on  his  neck.  To 
make  the  scene  real  bizarre  a bucket  of  white 
paint  had  spilled  over  his  bared  skull.  When 
we  arrived  he  was  sitting  against  a wall,  his 
head  completely  covered  with  white  lead 
paint,  the  scalp  on  his  neck  was  like  a cup 
holding  paint  and  there  were  about  four  sev- 
ered arteries  pumping  a stream  of  bright  red 
blood  streaming  through  the  paint  covering 
his  head.  I was  poorly  prepared  on  how  to 
handle  such  an  accident  but  then  1 have  never 
seen  anything  quite  like  that,  before  or  since. 

My  ambulance  job  not  only  enhanced  my 
medical  knowledge  but  presented  me  with  a 
real  slice  of  life.  I was  in  and  out  of  antebel- 
lum mansions,  slums,  country  shacks,  ships 
of  the  sea,  and  every  other  kind  of  place 


imaginable.  Stabbing,  shooting  and  razor  cut- 
ting were  the  usual.  One  time  while  hanging 
out  in  the  emergency  room,  a young  smiling 
man  walked  in  with  a fearful  wife  hanging  on 
his  arm,  she  sobbed  out  the  story,  “I  stabbed 
him  with  an  ice  pick  but  I didn’t  go  to  it.”  He 
reassured  her,  patting  her  hand  and  saying, 
“I'll  be  all  right.  Honey.” 

The  stabbed  patient  with  only  a small  punc- 
ture wound  in  his  chest  seemed  to  be  in  fairly 
good  shape  so  since  he  was  in  the  Navy— the 
emergency  room  doctor  told  me  to  load  him 
in  the  ambulance  and  take  him  up  to  the 
Naval  Hospital  about  12  miles  away.  I reas- 
sured his  wife  and  told  her  we  would  take 
good  care  of  him,  but  I was  young  and 
unknowing. 

He  was  an  affable  fellow  and  since  he  was 
on  his  Navy  discharge  time  we  talked  about 
our  service — we  had  both  served  on  aircraft 
carriers.  About  three  or  four  minutes  into  our 
ride,  he  suddenly  told  me.  “I’se  dying.  I’m 
going  now.  I’m  leaving  you  all.”  I attempted 
to  reassure  him  and  checked  his  pulse  which 
was  absent  and  his  heart  sounds  were  faint. 
As  we  wheeled  into  the  Naval  Hospital,  the 
patient  had  no  respiratory  or  cardiac  action. 
Despite  my  efforts  and  those  of  the  navy 
physicians,  the  patient  was  dead.  He  had  pre- 
dicted his  death  just  a few  minutes  before. 

Having  several  jobs  around  the  medical 
school,  my  next  job  was  to  transport  the 
corpse  to  the  Medical  Examiner  for  autopsy. 
My  third  job  was  to  help  with  the  autopsy  to 
be  done  at  the  time  by  my  boss,  Dr.  H.  R. 
Pratt-Thomas,  one  of  the  most  brilliant  physi- 
cians I've  ever  known.  As  we  started  the 
post-mortem  examination.  I explained  to  Dr. 
Pratt-Thomas  all  the  circumstances.  He  gave 
me  a couple  of  glances  over  his  glasses  and 
then  opened  up  the  heart  and  said.  “What  an 
unusual  injury — the  ice  pick  cut  one  of  the 
mitral  valves  completely  off  at  its  base  leav- 
ing it  flopping  around  only  attached  to  its 
corti — in  the  upright  position,  he  was  barely 
getting  by — when  you  put  him  in  a supine 
position,  see  here,  how  it  obstructed  and 
caused  death.”  With  my  mouth  open  and 
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beginning  to  feel  guilty  he  reassured  me  say- 
ing, “There  was  no  way  to  have  saved  him 
even  if  we  had  in  some  way  known  his  exact 
injury.'’  I never  did  see  his  wife  again,  but  I 
wondered  what  ever  happened  to  her. 

it  was  during  these  days  of  1951  that  the 
Outpatient  Delivery  Department  (OPD)  at  the 
medical  school  finally  closed  its  doors.  For 
more  years  than  you  can  count,  the  medical 
school  had  been  delivering  babies  at  home  all 
over  Charleston  and  the  surrounding  area. 
This  was  to  give  the  medical  students  experi- 
ence and  also  because  a lot  of  women  didn't 
want  to  go  into  the  hospital  for  delivery  of 
their  children. 

The  policy  was  that  an  obstetrical  resident 
would  check  the  patient  in  early  labor  and 
assign  a junior  and  senior  medical  student  to 
stay  with  the  patient  for  the  delivery.  The 
OPD  had  an  old  Ford  coupe  we  travelled  in. 
The  nurse  would  wrap  up  a bundle  of  necessi- 
ties for  us  and  we  would  be  off.  Much  of  my 
experience  with  this  occurred  during  the  last 
summer  that  OPD  existed  when  I,  with  all  my 
jobs,  was  the  only  medical  student  left 
around.  Our  summer  off  in  those  days  was 
about  four  months. 

Dr.  Eugene  Latham  was  one  of  the  obstetri- 
cal residents  at  the  time  and  with  students 
gone  for  the  summer,  he  was  overwhelmed. 
He  asked  me,  which  was  just  prior  to  my 
senior  year,  if  I would  help  him  out  at  night 
when  I wasn't  running  my  other  jobs,  and  I 
agreed. 

My  memories  of  this  are  a maze  of  happen- 
ings and  of  always  being  sleepy.  I remember 
black  mammy  midwives  hanging  over  my 
shoulder  giving  constant  advice — most  of  it 
pretty  good.  I remember  family  brawls  over 
what  to  do  with  the  after-birth  (placenta). 
Some  wanted  to  burn  it — one  grandmother 
insisted  on  planting  it  under  a peach  tree — 
another  said,  “No,  Mama  always  said  to  plant 
it  under  the  fig  tree  before  it  dried.”  They 
were  always  careful  to  keep  the  after-birth 
away  from  the  rats. 

One  night  I put  my  feet  under  the  bed  of  a 
laboring  patient  causing  a loud  clang  at  which 


the  patient  screamed.  Looking  under  the  bed  1 
noticed  that  1 had  knocked  over  an  axe  which 
had  been  placed  on  its  hammer  end  with  the 
blade  pointing  up  towards  the  patient.  Giving 
my  audience  a puzzled  look,  an  old  lady  vol- 
unteered. “The  axe  put  that  way  cuts  the 
pains  in  half."  As  the  patient  screamed  again, 
I replaced  the  axe  in  its  former  position  and 
things  turned  out  just  fine.  We  did  not  use 
anesthetics  with  these  patients. 

I remember  the  slums  around  the  old  cigar 
factory  where  I delivered  babies  all  up  and 
down  that  street.  I remember  the  rats  and  how 
they  ate  off  one  baby's  fingers  during  the 
night. 

1 reckon  I delivered  about  100  patients  in 
Charleston  and  fortunately  they  all  came  out 
all  right.  Of  course  we  took  the  complicated 
deliveries  into  the  hospital,  and  we  weren't 
permitted  to  use  forceps  in  OPD.  But  then  I 
was  always  lucky — I didn't  have  to  take  any 
of  my  little  mothers  into  the  hospital  from 
OPD. 

My  time  in  OPD  confirmed  in  my  mind  the 
old  adage.  "Obstetrics  is  hour  after  hour  of 
pure  boredom,  interspaced  with  rare  moments 
of  sheer  terror.”  1 never  had  terror  with  the 
OPD,  that  was  saved  for  hospitalized  patients. 
In  my  experience  fear  in  the  laboring  mother 
causes  a great  many  complications  and  with 
these  patients  of  OPD  at  home,  often  in  a 
room  crowded  with  loved  ones,  and  for  all  of 
them,  it  was  a delightful  occasion.  When  the 
cry  went  up,  “It’s  a boy”  or  “It's  a girl”  the 
room  was  filled  with  happy  exclamations  as 
all  the  women  were  kissing  and  congratulat- 
ing the  mother  and  wanting  to  hold  the  baby. 
It  was  a happy  time  and  the  mother  and  her 
baby  were  the  center  of  attention  like  never 
before. 

OPD  always  had  a pungent  and  distinctive 
smell,  not  a bad  odor  but  like  no  other — of  a 
wood  burning  stove,  of  boiling  greens  and  fat 
back,  a musty  smell  of  an  old  timbered  house, 
add  to  this  the  sweating  smell  of  a laboring 
mother  and  throw  in  that  fragrance  of  amniot- 
ic  fluid  and  the  cigar  factory,  then  once  again 
I’m  back  in  time  to  the  days  of  the  OPD  in 
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Charleston. 

I sometimes  wonder  if  the  medical  students 
of  today  have  as  interesting  and  good  times  as 
we  did. 

Now  there  ain’t  no  boats  going 
from  John  Island  to  old  Roper, 

Ain't  no  old  Roper  either 
no  more  long  wards 
of  black  bodies  on  white  sheets 
where  crisp  white  clad  students 
scurried  and  bled  them  each. 


did  the  long  form  history, 

“double  voiding?”  the  students  ask, 
then  abject  fearful  denial 
from  widened  brown  eyes, 
causing  thoughts  of  magic 
of  these  white  root  doctors 
thinking  of  Biblical  voids — 
done  double,  twice  over 
must  be  hell  he’s  talking  *bout— 

“No  sir,  none  of  that.”  □ 


COULD  YOU  USE  AH  EXTRA  $10,000? 


The  Army  Reserve  will  pay  you  a yearly  sti- 
pend which  could  total  in  excess  of  $10,000  in  the 
Army  Reserve’s  Specialized  Training  Assistance 
Program  (STRAP)  if  you  are  a resident  in: 
general  surgery,  cardiothoracic  surgery,  periph- 


eral vascular  surgery,  colon-rectal  surgery, 
orthopedic  surgery,  neurosurgery,  urology, 
anesthesiology,  diagnostic  radiology,  family 
practice,  emergency  medicine  or  internal 
medicine. 

Once  you  complete  your  residency  you 
will  have  opportunities  to  continue  your  edu- 
cation and  attend  conferences.  Your  commit- 
ment in  the  Army  Reserve  is  generally  one 
weekend  a month  and  two  weeks  a year  or  12 
days  annually.  You  can  also  choose  a non- 
active assignment  and  receive  one-half  of  the 
authorized  stipend. 

Get  a maximum  amount  of  money  for  a 
minimum  amount  of  service.  Find  out  more  by 
contacting  an  Army  Reserve  Medical  Counselor. 
Call: 

1 -800-USA-ARMY 


ARMY  RESERVE  MEDICINE.  BE  ALL  YOU  CAN  BE! 
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HIT  EARLY,  HIT  HARD:  NEW  STATEGIES  FOR  HIV 


New  observations  about  HIV  and  the  intro- 
duction of  a new  class  of  drugs — the  protease 
inhibitors — are  rapidly  changing  our  ways  of 
thinking  in  two  important  areas.  First,  obser- 
vations about  the  extent  of  viral  replication 
are  modifying  our  approach  to  the  asymp- 
tomatic, HIV-positive  patient.1  Second, 
results  of  a study  on  post-exposure  prophy- 
laxis have  prompted  a new  set  of  provisional 
recommendations  for  management  of  persons 
exposed  to  HIV-positive  blood.  The  purpose 
of  this  editorial  is  to  summarize  briefly  these 
new  developments.  Subsequent  editorials  will 
develop  these  themes  in  greater  detail.’ 

It  was  previously  thought  that  the  long  peri- 
od of  latency  in  most  HIV-infected  patients 
could  be  explained  by  slow  replication  of  the 
virus.  High  concentrations  of  the  virus  were 
thought  to  be  present  mainly  after  the  initial 
infection  (the  acute  retroviral  syndrome)  and 
in  the  late  stages  of  the  disease  (end-stage 
AIDS).  It  now  seems  that — after  the  initial 


infection — most  if  not  all  patients  reach  a 
steady-state  equilibrium  between  production 
of  new  viral  particles  and  elimination  of  old 
ones.  On  average,  about  109  viral  particles 
(virions)  are  produced  each  day.  However,  the 
half-life  of  HIV  in  blood  is  only  about  one 
day  because  about  30  percent  of  virions  are 
eliminated  each  day.  Put  simply,  HIV  infec- 
tion is  a much  more  dynamic  process  than 
was  previously  thought  to  be  the  case. 

Until  recently  there  were  two  main  schools 
of  thought  about  the  approach  to  the  asymp- 
tomatic HIV-positive  patient  with  relatively 
high  (greater  than  500/cmm)  CD4  lympho- 
cyte counts.  One  opinion  was  to  begin  treat- 
ment with  zidovudine  (AZT).  The  other  opin- 
ion was  to  wait  until  the  patient  developed 
symptoms  or  until  the  CD4  lymphocyte  count 
fell  well  below  a threshold  value.  Favoring 
the  latter  approach  was  the  observation  that 
HIV  rapidly  develops  resistance  to  AZT  so 
that  at  the  end  of  two  years  (and  usually 


TABLE  1 

FDA-APPROVED  ANTIRETROVIRAL  DRUGS  AS  OF  JULY  1996 

Generic  name 

Trade  name 

Average  dose 

Cost* 

Reverse  transcriptnse  inhibitors 

Zidovudine  (AZT) 

Retrovir 

200  mg  t.i.d. 

$ 280 

Didanosine  (ddl) 

Videx 

200  mg  b.i.d. 

178 

Zalcitabine  (ddC) 

Hivid 

0.75  mg  t.i.d. 

207 

Stavudine  (d4T) 

Zerit 

40  mg  b.i.d. 

224 

Lamivudine  (3TC) 

Epivir 

150  mg  b.i.d. 

224 

Protease  inhibitors 

Saquinavir  (SQV) 

Invirase 

600  mg  t.i.d. 

572 

Ritonavir  (RIT) 

Norvir 

600  mg  b.i.d. 

623 

Indinavir  (IND) 

Crixivan 

800  mg  t.i.d. 

365 

* Average  wholesale  cost  per  month. 
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TABLE  2 

SYNOPSIS  OF  NEW  GUIDELINES  FOR  POST-EXPOSURE  PROPHYLAXIS 


Indications 

1.  Percutaneous  blood  exposure  to  BOTH  a larger  volume  of  blood  (as  by  deep  injury  with  a hollow 
needle  that  had  previously  been  in  an  HIV-infected  patient's  vein  or  artery)  AND  blood  containing  a high 
titer  of  HIV  (as  in  the  earliest  or  late  stages  of  infection)  (highest  risk). 

2.  Percutaneous  blood  exposure  to  EITHER  a larger  volume  of  blood  OR  blood  containing  a high  titer  of 
HIV  (high  risk). 

Less-clear  indications 

1 . Percutaneous  blood  exposure  that  involve  NEITHER  a larger  volume  of  blood  NOR  blood  with  a high 
titer  of  HIV. 

2.  Percutaneous  exposure  to  body  fluids  other  than  urine  that  have  been  contaminated  with  visible  blood 
known  to  be  HIV-positive. 

3.  Massive  mucous  membrane  exposures  to  blood  or  blood-contaminated  body  fluids  known  to  be  HIV- 
positive. 

4.  Skin  exposures  involving  prolonged  contact  with  blood  or  blood-contaminated  body  fluids  known  to 
be  HIV-positive,  provided  the  contact  is  prolonged  or  the  skin  damaged  as  by  cuts  or  abrasions. 

Regimen 

1 . AZT  (zidovudine)  200  mg  stat,  then  t.i.d.  for  28  days 

2.  3TC  (lamivudine)  130  mg  stat.  then  b.i.d.  for  28  days 

3.  Saquinavir  600  mg  stat,  then  t.i.d.  OR  indinavir  800  mg  stat.  then  t.i.d.  for  28  days 

4.  Baseline  CBC,  SMAC,  and  HIV  antibody  test,  with  close  follow-up 


sooner)  the  drug  is  no  longer  effective. 

Although  opinion  is  rapidly  changing  in 
this  area,  it  now  seems  that  the  best  strate- 
gy— at  least  for  those  patients  who  have  rela- 
tively high  viral  burdens — is  to  initiate  thera- 
py with  three  drugs.  These  should  consist  of 
two  reverse  transcriptase  inhibitors  and  one 
protease  inhibitor  (Table  1 ).  The  reverse  tran- 
scriptase inhibitors,  of  which  AZT  is  the  pro- 
totype, work  by  blocking  the  RNA  virus  from 
making  a DNA  copy  of  its  genetic  material. 
The  protease  inhibitors  act  at  a later  stage  in 
the  viral  life  cycle;  they  block  an  enzyme 
necessary  for  the  assembly  of  new  infectious 
viral  particles.  Numerous  combinations  are 
now  being  studied.  One  such  combination — 
zidovudine  (AZT),  lamivudine  (3TC),  and 
indinavir — has  been  shown  to  reduce  the  viral 


load  to  less  than  one  percent  in  many  infected 
patients.3  Hence  the  motto:  "Hit  early,  hit 
hard.”  However,  there  are  numerous  com- 
plexities;4 in  a later  editorial  many  of  these 
will  be  addressed. 

The  second  new  observation  concerns  post- 
exposure prophylaxis  for  health  care  workers 
(and  others)  who  may  have  been  accidentally 
exposed  to  HIV-infected  blood.  A case-con- 
trol study  conducted  in  the  United  States, 
Great  Britain,  and  France  suggested  but  did 
not  prove  that  persons  who  received  prophy- 
laxis with  AZT  were  less  likely  (by  79  per- 
cent) to  acquire  HIV  infection  than  patients 
who  did  not  receive  prophylaxis.  Although 
the  study  was  retrospective  and  admittedly 
flawed,  it  has  already  prompted  reconsidera- 
tion of  the  entire  issue  of  post-exposure  pro- 
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phylaxis.  An  intragency  committee  convened 
by  the  Centers  for  Disease  Control  has  draft- 
ed some  preliminary  recommendations  that 
call  for  combination  therapy  with  AZT,  3TC, 
and  indinavir  for  the  most  serious  exposures 
(Table  2).  Physicians  should  be  familiar  with 
these  recommendations  especially  because 
the  drugs  must  be  given  promptly  (within  two 
hours,  and  ideally  right  away)  after  exposure 
if  they  are  to  have  a chance  to  be  effective. 

Unfortunately,  there  are  many  caveats. 
First,  the  new  drugs  are  expensive.  If  they  are 
to  be  made  widely  available,  the  financial 
burden  to  society  will  be  enormous.  Second, 
resistance  to  the  protease  inhibitors  emerges 
rapidly  especially  if  patients  skip  doses 
(“drug  holidays”).  Such  emergence  of  resis- 
tance underlies  the  recommendation  that 
these  drugs  not  be  used  alone,  and  it  is  possi- 
ble that  before  long  patients  will  be  taking 
two  different  protease  inhibitors.  Third,  com- 
pliance will  be  a major  problem.  The  new 
regimens  are  extremely  complicated.  Fourth, 
the  protease  inhibitors  have  significant  side 
effects.  Indinavir,  for  example,  causes  kidney 
stones  in  up  to  four  percent  of  patients  lead- 
ing to  the  recommendation  that  the  patient 
drink  a liter  and  a half  of  fluids  every  day. 


Finally,  it  will  probably  be  years  before  we 
know  which  regimens  are  best,  or  even 
whether  we  have  done  the  right  thing  by  pre- 
scribing the  new  drugs  before  learning  their 
long-term  benefits  by  placebo-controlled  tri- 
als. 

“Hit  early,  hit  hard.”  This  message  holds 
great  excitement  for  researchers,  clinicians, 
and  patients,  but  it  is  also  a sobering  message 
since  HIV  will  become  a much  more  expen- 
sive disease  to  treat  properly.  The  need  for  a 
safe,  effective  vaccine  is  more  urgent  than 
ever.  In  the  meantime,  we  as  physicians  must 
preach  prevention  at  every  opportunity. 

— CSB 
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Letters  to  t(;e  Editor 


To  the  Editor: 

This  is  a letter  that  should  he  of  interest  to 
all  South  Carolina  physicians  regardless  of 
the  site  and  source  of  your  medical  education 
and  is  certainly  above  any  of  the  current  con- 
troversy. 

Dorothy  and  I attended  the  recent  Annual 
Meeting  of  the  South  Carolina  Medical  Asso- 
ciation and  also  the  53rd  anniversary  of  my 
medical  school  graduation.  1 guess  we  were 
the  “odd  ball”  group  that  graduated  in 
December  22,  1943,  instead  of  in  the  spring 
time.  We  were  the  “hurry  up”  class  because 
of  World  War  II.  We  then  had  a nine  month 
internship  before  most  of  us  entered  the 
Armed  Services. 

So  we  were  a very  close  knit  group  and 
have  a reunion  each  year  during  the  SCMA 
meeting.  We  had  a good  one  this  year  with  10 
of  us  and  our  wives  attending.  There  are  17 
members  who  are  now  deceased  and  several 
who  are  disabled  and  unable  to  attend  and  we 
always  remember  them. 

I was  vice  president  of  our  class.  Charlie 
Vincent,  who  was  our  president,  died  many 
years  ago.  So  Louis  Nesmith,  who  was  and  is 
our  scribe,  and  I try  to  keep  contact  with  our 
classmates.  I certainly  credit  him  with  most 
of  this  effort. 

Several  years  go  we  chose  a class  project 
and  that  was  to  restore  the  very  historic  paint- 
ing of  “Christ  in  the  Garden”  that  was  essen- 
tially destroyed  when  Hugo  came  along  and 
destroyed  the  Chapel  on  the  Porter  grounds  of 
the  Medical  University. 

We  owe  a debt  of  gratitude  to  students. 


workers  and  friends  who  salvaged  every  frag- 
ment possible  from  the  ruins.  This  formed  the 
basis  for  the  restoration  of  the  now  very  beau- 
tiful Chapel  at  the  same  location  on  campus. 
Dr.  James  Edwards  deserves  genuine  grati- 
tude for  his  leadership  in  the  restoration 
effort. 

But  nothing  was  done  about  the  painting. 
All  the  pieces  possible  had  been  saved  and 
carefully  protected.  The  Class  of  December 
1943  chose  several  years  ago  as  our  project 
the  restoration  of  the  painting.  It  has  taken 
three  years  or  more  to  accomplish  this  but  the 
painting  now  hangs  in  the  Chapel  in  its  full 
glory. 

Frazier  Wilson  of  our  class  is  largely 
responsible  for  the  very  difficult  task  of  find- 
ing the  proper  artist  to  do  the  restoration  and 
we  certainly  owe  him  our  gratitude  as  well  as 
to  Jim  Edwards  who  gave  his  enthusiastic 
encouragement. 

Regardless  of  your  class  at  MUSC  or  your 
education  elsewhere,  I would  ask  that  you 
visit  this  Chapel  when  you  are  next  in 
Charleston  and  marvel  at  the  remarkable 
restoration  including  the  painting. 

It  will  certainly  be  an  inspiration  to  see 
what  can  be  accomplished  with  the  dedication 
of  so  many  people. 

Euta  M.  Colvin,  M.  D. 

Director  Emeritus 
Surgical  Education 

Spartanburg  Regional  Medical  Center 
101  East  Wood  Street 
Spartanburg,  SC  29303 
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Oh  the  C over 


“ THE  BITING  EDGE  OF  SCIENCE’’ 

The  use  of  medicinal  leeches  is  almost  as 
old  as  medicine  itself.  They,  at  various  times, 
have  been  used  for  treating  a wide  variety  of 
ailments  including  headache,  fever,  insomnia, 
and  obesity.  In  the  first  half  of  the  19th  centu- 
ry, leeching  reached  its  zenith;  for  example, 
in  1829  44  million  leeches  were  imported 
into  France.  With  the  decline  of  "heroic 
medicine”  in  the  latter  part  of  the  century,  all 
forms  of  bleeding  including  leeching  almost 
disappeared. 

The  current  rise  in  the  United  States  in  the 
use  of  the  medicinal  leech,  Hirudo  medici- 
nalis , was  given  impetus  in  1985,  when  a 
Boston  surgeon  who  had  been  introduced  to 
the  use  of  leeches  while  on  duty  in  Viet  Nam, 
reattached  a child's  ear  that  had  been  bitten 
off  by  a dog.  The  arterial  blood  flow  to  the 
ear  was  satisfactory,  but  unfortunately  the 
venous  return  was  inadequate,  and  the  ear 
became  engorged.  After  heparin  and  small 
cuts  in  the  ear  failed  to  reduce  the  congestion, 
the  physician  began  a search  for  leeches. 
These  were  located  in  Wales,  flown  over, 
applied  to  the  ear,  and  the  ear  was  saved. 


The  Hirudo , in  addition  to  excreting  an 
anesthetic  so  that  the  bite  of  its  300  or  so 
sharp  teeth  is  painless,  also  injects  an  antico- 
agulant so  that  the  blood  flows  freely  for  sev- 
eral hours.  Other  species  have  also  been 
found  to  have  several  enzymes  that  are  prov- 
ing to  be  very  useful  in  the  medical  armamen- 
tarium. 

Roy  T.  Sawyer,  Ph.  D.,  a native  of  Sumter, 
is  the  world’s  largest  supplier  of  medicinal 
leeches  and  arguably  the  world’s  greatest 
authority  on  them.  His  “farm”  is  located  in 
Wales,  UK,  and  he  has  a distributorship  in 
Charleston  where,  if  interested  and 
unsqueamish,  one  may  visit  and  see  not  only 
live  leeches  but  a wonderful  collection  of 
bleeding  artifacts  that  Dr.  Sawyer  has  collect- 
ed from  all  over  the  world. 

Betty  Newsom 
Waring  Historical  Library 

NOTE 

The  above  title  is  the  epigram  of  Biopharm, 
Ltd.,  Dr.  Sawyer’s  Welsh  breeding  ranch. 
Cover  photo  curtesy  Biopharm. 
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Nancy  Dickey,  MD 

AMA  Board  Chair  discusses  Physician-Assisted  Suicide 


Photos  by:  Ted  Crudzinski 

What  is  the 
AMA's  overall 
position 
on  the  issue  of 
physician- 
assisted  suicide? 
Physicians  are  devoted 
to  healing  and  to 
relieving  suffering.  As 
your  doctor,  I am 
obligated  and  commit- 
ted to  helping  you  in 
your  remaining  days.  I 
cannot  be  the  cause  of 
your  death,  nor  can  I 
assist  you  in  causing 
your  own  death. 

What  is  the 
AMA's  underlying 
concern  on  this 
issue? 

The  heart  of  our 
concern  is  placing 
physicians  in  the 
position  to  actively  end 
their  patients’  lives.  My 
patients  must  know 
wholeheartedly  that  I 


am  devoted  to  their 
health  and  welfare,  not 
deciding  their  fate 
based  on  what  I,  or 
others,  might  perceive 
to  be  the  value  of  their 
remaining  life.  Make  no 
mistake,  when  it  comes 
to  caring  for  my 
patients’  health  and 
welfare,  I am  their 
trusted  ally. 

Does  the  AMA's 
Code  of  Medical 
Ethics  represent 
all  physicians? 

Like  all  individuals, 
physicians  do  have  a 
range  of  personal 
opinions  on  various 
issues.  However,  the 
Code  of  Medical  Ethics, 
which  is  maintained  by 
the  AMA’s  Council  on 
Ethical  and  Judicial 
Affairs,  is  widely  fol- 
lowed throughout  the 
country.  It  is  cited 
regularly  by  State 
Medical  Boards  when 
determining  standards 
of  practice  for  the 
medical  profession.  In 
addition,  the  AMA’s 
House  of  Delegates 
reviews  and  approves  all 
ethical  opinions  con- 
tained in  the  Code  of 
Medical  Ethics. 


Because  the  House  of 
Delegates  represents, 
in  one  way  or  another, 
nearly  98  percent  of  the 
physicians  in  America, 
the  Code  of  Medical 
Ethics  is  truly 
representative  of 


medicine’s  position 
with  regard  to  ethical 
opinions. 

How  do  you 
respond  to  critics 
who  say  the 
AMA's  position 
on  physician- 
assisted  suicide 
does  not  consider 
patient  fear  and 
desire  for  dignity 
at  the  end  of 
life? 

Fear  associated  with 
physical  suffering,  with 
losing  control,  with 
being  a burden  to  or 
dependent  upon  family 


members,  and  with 
losing  dignity  is  an 
understandable  reality. 
The  medical  profession 
has  not  concentrated  on 
these  issues  to  the 
necessary  degree.  But, 
we  feel  the  appropriate 
alternative  to  physician- 
assisted  suicide  is 
improved  care  through  a 
better  informed  medical 
profession  and  public, 
working  together  to 
ease  the  dying  process.  I 
will  use  all  of  my  skill 
and  knowledge  to 
relieve  your  suffering,  I 
will  get  you  the  help  you 
need  to  come  to  terms 
with  death.  But,  I 
cannot  help  you  kill 
yourself. 

How  does  the 
AMA  distinguish 
between  control- 
ling pain  even  if 
it  causes  death 
and  assisted 
suicide? 

The  distinction  is  based 
on  the  intent  of  my 
actions.  I am  acting  in 
the  best  interests  of  my 
patient  if,  while  at- 
tempting to  control 
suffering  and  maximize 
his  or  her  comfort  , 
death  is  hastened. 


However,  if  the  intent  of 
my  actions  goes  beyond 
comfort  and  focuses 
specifically  on  causing 
death,  1 am  either 
assisting  in  suicide  or 
performing  euthanasia, 
both  of  which  are 
unethical. 

Isn't  that  a fine 
line? 

In  some  cases  it  may  be 
a fine  line.  Usually, 
however,  the  intent  is 
very  clear.  Regardless, 
if  a line  is  to  be  drawn, 
intent  to  comfort  vs. 
intent  to  kill  is  one  line 
physicians  must  not 
cross. 


How  does 
assisted  suicide 
through  pain 
medication  differ 
from  death 
caused  by 
removal  of 
treatment/life 
support? 

In  the  case  of  a patient 
whose  life  is  artificially 
extended  by  technology, 
they  and  their  family,  in 
consultation  with  their 
physician,  may  decide  to 


withdraw  that  life 
support.  The  patient’s 
ability  to  remove  the 
technological  barriers 
to  natural  death  is 
paramount  to  their 
autonomy  and  dignity. 
Again,  the  issue  is  one 
of  intent.  By  removing 
artificial  life  support,  I 
am  honoring  my 
patient’s  wish  to  allow 
natural  death  to  occur. 
My  intent  is  to  avoid 
prolonging  artificially- 
sustained  life,  not  to 
cause  death. 

How  do  you 
respond  to  recent 
court  decision  in 
California  (9th 
Circuit),  which 
states  that 
physician- 
assisted  suicide  is 
a Constitutional 
right? 

First  of  all,  nowhere  in 
the  Constitution  does  it 
state  that  individuals 
have  a right,  to  have 
their  doctor  kill  them  if 
they  so  choose.  We  find 
this  interpretation  to  be 
rather  illogical.  Second, 
these  and  future  rulings 
do  not  change  the  ethic 
of  the  medical  profes- 
sion which  clearly  states 
that  physicians  should 
not  assist  in  suicide. 

Will  the  AMA 
appeal  these  and 
other  Court 
decisions? 

We  will  do  whatever  is 
necessary  to  ensure  that 


physicians  are  not  put 
in  a position  to  kill,  and 
that  patients  die  in 
comfort  and  with 
dignity.  If  this  means 
appealing  directly  or 
submitting  amicus 
briefs  or  offering  verbal 


or  written  test  imony  in 
support  of  an  appeal,  we 
will  do  so.  In  addition, 
the  AMA  is  mounting  a 
major  information- 
based  campaign  to 
educate  and  inform  the 
courts,  the  media, 
physicians  and  the 
general  public  about  the 
alternatives  to  physi- 
cian-assisted suicide, 
including  hospice  care. 

Will  the  AMA 
consider  chang- 
ing its  policy 
regarding 
physician- 
assisted  suicide? 
We  will  continue  our 
discussions  with  those 
whose  opinions  differ 
from  ours.  We  will 
aggressively  increase 
our  efforts  to  educate 
physicians  at  all  levels 
in  treating  physical  pain 
and  the  psychological 
needs  of  patients  at  the 


end  of  life.  We  will  work 
diligently  to  enlighten 
patients  on  the  alterna- 
tives to  physician 
assisted  suicide, 
including  hospice  care. 
However,  the  related 
ethical  opinions 
developed  by  the  AMA’s 
Council  on  Ethical  and 
Judicial  Affairs  will 
remain  unchanged. 

How  does  the 
AMA  feel  about 
the  $10  million 
defamation  suit 
brought  against 
you  by  Jack 
Kevorkian. 

Let’s  make  a distinction 
here.  Notwithstanding 
our  position  on 
physician-assisted 
suicide,  Jack 
Kevorkian’s  actions  are 
reprehensible.  Even 
most  proponents  of 
physician-assisted 
suicide  are  appalled  by 
his  activities.  Abandon- 
ing bodies  in  parking 
lots  falls  well  short  of 
our  societal  expecta- 
tions for  death  with 
dignity.  With  regard  to 
the  lawsuit,  we  feel  that 
it  is  nonsense.  We  will 
not  be  silenced  on  an 
issue  so  critical  to  the 
welfare  of  our  pat  ients.  ♦ 


Interview  by  Mark  Wolfe 


Alliance  ?age 

AM  A ALLIANCE  1996  ANNUAL  SESSION 

Physicians’  spouses  dedicated  to  the  health  of  a nation  met  in  June  at  Chicago’s  Drake  Hotel  to 
assist  programs  of  the  American  Medical  Association,  promote  health  education  and  encourage 
participation  in  health-related  charitable  endeavors.  Joining  me  for  this  session  were  Janelle 
Othersen,  Kiki  Sanford,  Hope  Grayson,  Shirley  Meiere,  Gail  Delaney,  and  Stephanie  Evans. 

The  House  of  Delegates  opening  session  was  honored  with  a message  by  Sharon  Scott.  AMAA 
President,  on  the  opportunities  to  help  the  family  of  medicine.  Lonnie  R.  Bristow,  M.  D.,  AMA 
President,  spoke  as  to  the  meaning  of  the  Hippocratic  Oath  and  the  right  for  all  to  have 
meaningful  choices  in  health  care  and  meaningful  care  delivered.  He  informed  the  House  of 
Delegates  of  the  successful  year  in  Washington  lobbying,  challenges  facing  medicine,  and  the 
need  for  continued  unity  between  the  alliance  and  the  AMA. 

A unified  health  project  is  once  again  our  focus.  Stop  America’s  Violence  Everywhere  or 
“SAVE”  is  paramount  in  light  of  today’s  increased  statistics  on  family  violence. 

Luncheon  times  were  welcomed  on  a lighter  note  with  "The  Wit  and  Wisdom  of  Mark  Shields,” 
a political  analyst,  and  with  “big  band”  music. 

American  Medical  Association  Education  and  Research  Foundation  President,  Dr.  Yank  D. 
Cobble,  Jr.,  M.  D,  commended  us  for  our  fundraising  abilities.  Over  $1,384,000.00  was  raised 
this  year. 

Awards  for  Union  County's  AMA-ERF  efforts  and  county  membership  increases  in  South 
Carolina  were  presented  to  our  Immediate  Past  State  President,  Kiki  Sanford.  The  SCMA 
Alliance  report  was  eloquently  delivered  by  Kiki  and  concluded  with  the  introduction  of  our  state 
President,  Janelle  Othersen. 

We  are  delighted  to  report  that  Hope  Grayson  is  again  serving  on  the  American  Medical 
Association  Alliance  Board  of  Directors  as  Chair  of  the  Bylaws  Committee. 

The  close  of  the  session  saw  the  installation  of  a new  AMA  Alliance  President,  Sandra  Mitchell 
from  Missouri. 

Physicians  of  South  Carolina,  unite  with  me  in  encouraging  your  spouses  to  become  an  active 
county,  state  and  national  member  in  the  alliance. 

Dee  Jewell  (Mrs.  James  L.) 

SCMAA  President-Elect  and  Delegate  Chair 
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Health 

Volunteers 

Overseas 


/iltev 

Health  Volunteers 


Overseas  is  dedicated  to 
improving  the  availability 
and  quality  oF  health  care  in 
developing  countries  through  training  and  education. 
Volunteer  your  skills!  Become  a member  of  Health  Volunteers  Overseas! 


For  more  information,  call  202-296-0928 


NEWMAN  & ASSOCIATES 


Our  Many  Services  Include : 
.ines  of  Credit  Based  on  Accounts  Receivable 


lomplete  Control  Over  Patient  Statement  Process  Including  Partial  Payment  Handling 
md  Co-Payment 

ilectronic  Billing  to  Most  Major  Payors 
Jnlimited  Fee  Schedules 


Valuable  Comprehensive  Reports  which  Include  PPO  or  Alternative  Fee  Tracking  and  Insurance 
‘racking-AII  with  Various  Sorting  Options  and  Other  User  Defined  Report  Parameters 

- No  more  computer  upgrades  which  are  time  consuming  and  expensive 

- No  more  delays  due  to  absenteeism  and/or  training  new  personnel 

- No  more  problem  of  office  space  due  to  expansion  of  practice 

• Turn  Your  Fixed  “In  House”  Expense  of  Billing  and  Collecting  into  a Variable  Expense 
where  Performance  Determines  your  Cost 

With  Outsourcing  it  Allows  the  Physician  Time  to  Practice  Medicine  Worry  Free 

• Give  us  a Call  for  a FREE  ANALYSIS  of  Your  Present  Billing  and  Collection  Systems 


CALL  1-800-804-5436  or  (803)  438-4883  TODAY 

Newman  & Associates  is  an  Independent  Representative  of  MBC  Systems 


WANTED:  PRIMARY  CARE  PRAC- 
TICES: LJ  C I MEDICAL  AFFILIATES, 
INC.,  - DOCTOR’S  CARE,  PA  is  currently 
expanding  in  South  Carolina!  Seeking  Prima- 
ry Care  medical  practices  for  merger/acquisi- 
tion. Would  also  consider  specially  practices. 
Please  direct  CVs,  correspondence  to  UCI 
Medical  Affiliates , Inc.  (dba  Doctor’s  Care , 
PA),  1901  Main  Street,  Suite  1200,  Mail  Code 
1105,  Columbia,  SC  29201,  Attn:  Practice 
Acquisitions. 

ENDOCRINOLOGY,  FAMILY  PRAC- 
TICE, INFECTIOUS  DISEASE:  Practice 
opportunities  in  Orangeburg  County  for  expe- 
rienced practitioners  and  graduating  resi- 
dents/fellows. Practice  initiation  assistance 


and  relocation  allowance  are  available.  Locat- 
ed at  the  junction  of  1-26  and  1-95,  35  minutes 
to  Columbia  and  65  minutes  to  Charleston. 
Achieve  financial  success  in  a non-competi- 
tive environment  while  enjoying  a superior 
quality  of  life.  Contact  Dr.  Chermol,  The 
Regional  Medical  Center,  at  (S00)  866-6045. 

ANESTHESIOLOGIST  SEEKING  POSI- 
TION IN  SOUTH  CAROLINA:  Extensive, 
broad  experience  with  excellent  credentials. 
While  a summer  and  vacation  relief  position 
would  be  ideal  a full  time  position  will  be 
considered.  Contact  W.  Frank  Yost,  M.  D., 
154  Vaughns  Gap,  Nashville,  TN  37205, 
(615)  356-5028. 
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Thornton  & Thome  give  the  medical  community  something  to  think  about  this  month. 


ASSOCIATION 
GROUP  TERM  LIFE 
COSTS 

SUBSTANTIALLY 
MORE  THAN 
INDIVIDUAL 
POLICIES 


Many  physicians  feel 
that  life  insurance 
purchased  through  an 
association  group  plan 
is  less  expensive  than 
individual  policies. 

However,  individual  life 
insurance  policies 
provide  huge  savings 
compared  to 
association  group  term 
life  plans. 

We  recently  worked  with 
a 45  year  old  physician 
who  is  a non-tobacco 
user  and  qualifies  for 
preferred  risk 
underwriting.  This 
physician  has  $500,000 
of  group  term  life 
insurance  through  one 
of  the  most  prominent 
medical  associations. 

An  individual  policy  will 
save  this  physician  over 
$50,000  over  the  next  20 
years. 


In  addition  to  high  cost, 
his  association  plan  has 
the  disadvantage  of 
having  very  little 
f xibility: 

• he  must  maintain 
association  membership 
in  order  to  continue 
coverage 

• the  premiums  can  be 
increased  beyond  the 
scheduled  increases 

• the  death  benefit  will  be 
reduced  by  50%  at  age  65 

• the  balance  of  the 
coverage  will  terminate  at 
age  70 

• there  is  limited  ability  to 
tailor  the  coverage  to  fit 
individual,  changing 
circumstances 


PREMIUM  FOR  $500,000 

AGE 

ASSOCIATION 

INDIVIDUAL 

PREFERRED* 

45 

1,613 

1,295 

46 

1,613 

1,295 

47 

1,613 

1,295 

48 

1,613 

1,295 

49 

1,613 

1,295 

50 

2,823 

1,295 

51 

2,823 

1,295 

52 

2,823 

1,295 

53 

2,823 

1,295 

54 

2,823 

1,295 

55 

4,397 

1,295 

56 

4,397 

1,295 

57 

4,397 

1,295 

58 

4,397 

1,295 

59 

4,397 

1,295 

60 

7,769 

1,295 

61 

7,769 

1,295 

62 

7,769 

1,295 

63 

7,769 

1,295 

64 

7,769 

1,295 

TOTAL 

$83,010 

25,900 

The  cumulative  costs  of  $83,010 
over  20  years  for  the  association 
plan  are  based  on  current 
projections,  which  can  increase  or 
decrease.  The  individual  policy 
cumulative  costs  of  $29,800  are 
guaranteed  and  cannot  increase. 

The  association  does  not 
differentiate  between  classes  of 
insureds.  Thus,  the  association 
plan  may  offer  a good  deal  for 
insureds  who  might  be  rated  for  life 
insurance. 

But  for  those  insureds  who  will 
qualify  as  a standard  or  preferred 
risk,  an  individual  policy  will  save 
thousands  of  dollars  over  an 
association  plan. 

If  you  have  your  life  insurance 
through  an  association  plan  and 
would  like  to  see  if  you  can  enjoy 
similar  savings  from  an  individual 
policy,  please  call  us. 


‘First  Colony  Life  Insurance  Company,  Colony  20 


Views  expressed  herein  are  those  of  the  authors  only  and  in  no  way  represent  the  SCMA.  We  do  not  give  tax  advice. 
Only  your  attorney  and  accountant  are  qualified  to  do  so. 


Carolina  Physicians 
Advisory  Service 


Billy  M.  Thornton 
John  T.  Thorne 


Sewing  the  members  of  the  South  Carolina  Medical  Community. 
P.O.  Box  688  • Columbia,  SC  29202  • (803)  254-0002  • Fax  (803)  765-2403 


1 -800-742-3669 


Of  An  Operation 
That'll  Make 
You  Feel  Better 


As  an  Air  Force  Reserve  physician, 
you'll  experience  all  the  rewards  of 
providing  care.  And  then  some. 

Because  as  part  of  our  nation's  vital 
defense  team,  you'll  help  protect 
the  strength  and  pride  of  America. 

In  the  Air  Force  Reserve,  you'll  feel 
the  excitement  a change  of  pace 
brings  as  you  gain  the  prestige  of 
military  rank  and  the  privilege  of 
working  with  some  of  the  world's 
best  medical  professionals.  And, 
you  can  update  your  knowledge 
through  the  Air  Force  Reserve's 
wide  selection  of  continuing  edu- 
cational opportunities. 

With  our  new,  flexible  schedule 
programs,  it's  never  been  easier  to 
give  something  back  to  your 
country. 

The  Air  Force  Reserve.  It's  a great 
way  to  serve. 


Call:  (803)5664910 

Or  write  To: 

MSGT  KIM  DRAPER 
AFRRCS/RSHS 
105  Arthur  Dr,  RM  112 
Charleston  AFB,  SC  29404-4823 


>4  GREAT  WAY  TO  SERVE 


We’ve  been  listening... 

and  have  responded  with  a Program 
to  meet  the  challenges  facing 
the  new  healthcare  leader 


• DHA  Degree  with  a 
Practitioner  Focus 

The  Doctorate  in  Health 
Administration  and  Leadership 
offers  healthcare  executives  an 
alternative  in  higher  education 


• Intensive  Courses 

Block  segments  that  are  attractive 
to  executive  schedules 


• Nationally  Recognized  Faculty 

across  for  this  program 


Now  acceptingxmp],iwtiafis  fey  Fall  ^ 

Next  registration  Wilt  be  for  Fait  1998 

For  full  brochure  and  application  package, 
please  contact  us  at  803-792-2118,  or 


Department  of  Health  Administration  and  Policy 
Medical  University  of  South  Carolina 
171  Ashley  Avenue 
Charleston,  SC  29425-2718 
FAX:  803-792-3327 


Department  of 

Health  Administration 
and  Policy 

MEDICAL  UNIVERSITY  OF  SOUTH  CAROLINA 


FRANCIS  A „ COUNTWAY  LIB  OF 
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THERAPIES  FOR  CYSTIC  FIBROSIS 
COCAINE-ASSOCIATED  HEART  DISEASE 
SOUTH  CAROLINA  PHYSICIANS’  ATTITUDES 
TOWARD  ASSISTED  SUICIDE  AND 
EUTHANASIA 

ANTIRETROVIRAL  THERAPY  IN  MID-1996 


Looking  for  Medical  Software  that’s 
more  than  Accounts  Receivable? 

Compare  the  Fox  Meadows  advantages  and  support 
services  to  your  current  system  and  support  fees. 

Lease  for  $200  a month  for  one  terminal  and 
$25  for  additional  terminal  users.  No  up  front  license  fees 

and  only  a 90  day  contract. 


fox  m eadows 

software 


LIMITED 


Year  2000  ready 

On  Site  Training  and  Support 

Conversion  of  your  Current  Data 

Capitation  (Managed  Care)  Review  Module 

Available  for  Windows,  Windows/95  and  DOS 

Chart  Notes  that  use  Point  & Click  Decision  Tree 

Electronic  Claims  & Statements,  Imaging  and  Voice  Recognition 

Document  Management  Support  with  Interface  to  Word  Processors 

Appointment  Scheduler  supports  multiple  Physicians  and  Large  Clinics 

Medical  Records  that  provide  enough  information  to  avoid  pulling  File  Folders 

Primary  Diagnostic  History, 

Vital  Signs,  Laboratory  Requests  and  Results, 

Medications,  Allergies,  Reactions,  Immuization  Records 

* Medical  Records  are  encryted  to  protect  from  tampering  * 


FMS  is  more  than  a traditional  A/R  billing  system.  Physicians  and  nurses  will  find 
the  medical  records  captured  and  the  accessibility  of  this  information  invaluable 

for  Patient  care  today  and  in  to  the  future. 


For  additional  information  please  call  (800)  754-7213  or  (803)  754-4290. 


She  isn’t  sure  if 
she  needs  a 


^aBWjntway 

ISTON.MA  H 


the  f r 

Llt>»x 


PAID  IV  Plus 

is! 

No  one  mentioned  a preauthorizfltion.  Is  that 
something  you  can  give  her?  By  the  way , what 
is  a preauthorization? 

Mix-ups  like  this  throw  your  practice’s  schedule 
off  and  frustrate  patients.  So  head  off  problems, 
and  run  your  office  smoothly  with  PAID  IV  Plus. 

PAID  IV  Plus,  Companion  Technologies'  private 
label  version  of  The  Medical  Manager,  is  the 
complete  practice  management  software  system 
that’s  easy  to  use.  With  just  a few  simple  keystrokes, 
you’ll  master  managed  care  functions,  including:  ” 

Quickly  checking  for  treatment 
preauthorizations  and  patient  eligibility 

Maintaining  insurance  policy  limits 

Handling  multiple  insurance  providers 
for  a single  patient 

Producing  numerous  practice  reports 
and  analyses 

Knowing  which  services  are  not  covered 

PAID  IV  Plus  actually  makes  "managed  care" 
manageable.  And  your  life  a lot  less  complex. 

Leant  what  else  PATD  IV  Plus  can  do  for  you. 

Call  Companion  Technologies  for  information  or 
to  schedule  a system  demonstration. 

1-800-382-PAID  (7243) 
or  fax  (803)  699-2384 

PAID  IV  Plus.  Because  patients  can  V remember 
everything,  and  you  have  to. 


PAID  IV 

1 Plus 


<H 


Companion  Technologies 

Modern  technology  for  practice  management. 


. olFDflOtri 


u 


1 As  long  as  men  are  liable 
to  die  and  are  desirous 
to  live,  a physician  will  be 
made  fun  of,  but  he  will  be 
well  paid.” 

La  Bruyere,  1688 

While  this  may  be  the  case,  there  are  times 
when  your  "pay"seems  out  of  reach, 

Medical  Capital  buys  medical  receivables 
and  turns  your  idle  assets  into  instant  cash. 

We  base  our  decisions  on  the  receivables, 
not  on  your  credit.  There  are  no  up  front  or 
processing  fees.  This  is  the  solution  to  your 
financial  needs,  Call  us  today, 


(800)  824-3700 
(714)  282-6180 
(714)  282-6184  FAX 


Medica 

Capita 


CREATE  A MEDICAL 
BREAKTHROUGH. 

Become  an  Air  Force  physician  and  find 
the  career  breakthrough  you’ve  been 
looking  for. 

• No  office  overhead 

• Dedicated,  professional  staff 

• Quality  lifestyle  and  benefits 

• 30  days  vacation  with  pay  per  year 

Today’s  Air  Force  provides  medical 
breakthroughs.  Find  out  how  to  qualify 
as  a physician  or  physician  specialist. 

Call 

USAF  HEALTH  PROFESSIONS 
TOLL  FREE 
1-800-423-USAF 


THE  PATIENT  AS  THE  CUSTOMER 


Jane  Smiley  set  her  hilarious  recent  novel  Moo  in  a midwestern  agricultural  college  where  the 
president  refers  to  the  students  as  “the  customers.”  This  attitude  adjustment  lightens  the  way  the 
entire  administration  views  and  treats  the  student  body. 

It  has  occurred  to  me  that  as  health  care  reform  progresses  and  the  physician-patient 
relationship  evolves,  such  a change  in  definition  might  be  in  order  for  us  too.  Think  about  it.  We 
all  have  been  heard  to  complain  about  how  the  bottom  line  now  regulates  so  much  of  what  we 
do. 

“Bottom  line”  is  a business  term.  In  any  business,  the  most  important  character — the  reason  for 
being — is  the  customer.  On  the  surface,  defining  the  patient  as  the  customer  might  seem  cold  or 
calculating.  That  should  not  be  so. 

I have  often  said  that  in  our  enormously  complex  health  care  delivery  system,  physicians  still 
have  the  only  product  to  sell — our  ability  to  practice  medicine.  Every  other  component  of  the 
system  exists  to  support  and  promote  this  product.  As  our  patients  become  better  educated  about 
their  choices  in  health  care  coverage,  our  services  begin  to  look  more  like  consumer  goods. 

There  is  evidence  that  we  have  already  begun  the  move  toward  this  type  of  thinking.  Pediatric 
night  clinics,  for  example,  give  patients  an  economical  alternative  to  the  emergency  room.  And 
pediatricians,  by  adding  a shift,  develop  an  efficiency  of  time.  The  entire  profession  could  benefit 
from  developing  such  user-friendly  options. 

In  any  business,  customers  look  for  value.  Value  has  been  defined  as  quality  plus  service, 
divided  by  price.  In  the  reforming  health  care  markets,  insurers  and  hospitals  seem  to  be  taking  a 
“lean  and  mean”  approach  toward  establishing  value,  as  evidenced  in  such  phenomena  as 
rationing  and  shortened  stays. 

Although  physicians  have  lost  much  ground  in  this  decade  over  control  of  our  profession,  we 
still  have  the  opportunity  to  emerge  from  the  reform  with  our  substantial  power  intact.  The  key  to 
our  success  is  customer  satisfaction.  The  public  is  easily  disarmed  by  warmth  and  sweetness, 
qualities  the  managed  care  organizations  have  difficulty  projecting. 

Like  a caterer  delivering  food,  the  physician  should  deliver  health  care  to  the  customer  in  a 
warm,  nurturing  manner.  Since  our  customers  are  also  managed  care's  customers,  satisfaction 
must  be  universal.  The  satisfied  customer  will  want  to  return  for  more.  Non-physician  providers 
will  have  to  bend  to  the  demand  in  order  to  survive,  and  our  future  will  remain  secure. 


-‘J-  j/^\^yfvyb  . 1^  (? 


September  1996 


Carol  S.  Nichols,  M.  D. 
President 


375 


lf,Toiiniti[ 


VOLUME  92 
SEPTEMBER  1996 
NUMBER  9 


OF  THE  SOUTH  CAROLINA  MEDICAL  ASSOCIATION 


Contents 


Original  Scientific  Articles 

381  Current  and  Novel  Therapies  for  Cystic 
Fibrosis 

Parick  A.  Flume,  M.  D. 

389  Cocaine-Associated  Heart  Disease 

./.  Kevin  Baugh,  M.  D. 

Special  Articles 

395  Attitudes  Toward  Assisted  Suicide  and 
Euthanasia  Among  Physicians  in  South 
Carolina 

George  E.  Dickinson,  Ph.  D.,  Carol  J.  Lancaster,  Ph.  D., 
Edward  D.  Sumner,  Ph.  D.,  Jonathan  S.  Cohen,  M.  D.} 
M.  P.  H. 


Features 

408  Alliance  Page 

404  Letters  to  the  Editor 

405  On  the  Cover 

375  President's  Page 

Association 

393  CME  Calendar 

411  Gray  Matter 

377  SCMA  Newsletter 


Editorials 

400  Antiretroviral  Therapy  in  Mid-1996 

Bosko  Postic,  M.  D.,  Charles  S.  Bryan,  M.  D. 


THE  JOURNAL  OF  THE  SOUTH  CAROLINA  MEDICAL  ASSOCIATION  (ISSN  0038-3139)  - Published  monthly  by  the  South  Carolina  ,, 
Medical  Association  business  office:  3210  Fernandina  Road,  Columbia,  SC  29210.  Mailing  Address:  P.  O.  Box  11188  Capitol  Station,  !j‘ 
Columbia,  SC  29211. 

Copyright1' 1 1996  by  the  South  Carolina  Medical  Association.  All  rights  reserved.  The  views  expressed  in  this  publication  are  those  of  the  writ-  [J 
ers  and  do  not  necessarily  reflect  the  opinions  of  the  South  Carolina  Medical  Association.  j;L 

Subscription  price  to  non-members  $25.00.  SCMA  members'  subscription  cost  ($15.00)  included  with  payment  of  annual  dues.  Periodicals  . 
postage  paid  at  Columbia,  SC.  POSTMASTER:  Send  address  changes  to  The  Journal  of  the  South  Carolina  Medical  Association,  P.  O.  Box 
11 188,  Columbia,  SC  29211. 


EDITOR 

Charles  S.  Bryan,  M.D.,  Columbia 

EDITORIAL  BOARD 

Edward  E.  Kimbrough.  M.D.,  Columbia, 
Editor  Emeritus 

Charles  N.  Still,  M.D.,  Columbia 
Walter  Bonner,  M.D.,  Charleston 
W.  Curtis  Worthington,  Jr.,  M.D.,  Charleston 
Jeff  Z.  Brooker,  M.D.,  Columbia 
Frederick  L.  Greene,  M.D.,  Columbia 
Leslie  W.  Howard,  Jr.,  M.D.,  Spartanburg 
E.  Carwile  LeRoy,  M.D.,  Charleston 
Robert  M.  Sade,  M.D.,  Charleston 
Hunter  R.  Stokes,  M.D.,  Florence 
E.  Conyers  O'Bryan,  Jr.,  M.D.,  Florence 
Robert  N.  Milling,  M.D.,  Columbia 
William  H.  Hunter.  M.D.,  Clemson 
Timothy  J.  Spurling,  M.D.,  Florence 
Cohn  W.  Howden,  M.D.,  Columbia 


MANAGING  EDITORS 

Joy  Drennen 
Audria  L.  Belton 

SCMA  OFFICERS 

Carol  S.  Nichols,  M.D.,  President 
S.  Nelson  Weston.  M.D.,  President-elect 
William  H.  Hester,  M.D.,  Secretary 
Stephen  A.  Imbeau,  M.D.,  Treasurer 
Roger  A.  Gaddy,  M.D.,  Speaker  of  the  House 
Robert  M.  Sade,  M.D.,  Vice  Speaker  of  the 
House 

Benjamin  E.  Nicholson,  M.D.,  Past  President 
TRUSTEES 

Richard  E.  Ulmer,  M.D.,  First  District,  and 
Chairman  of  the  Board 
John  B.  Johnston,  M.D.,  First  District 
Gerald  A.  Wilson,  M.D..  Second  District 
James  J.  Hill,  Jr.,  M.D.,  Second  District 
George  P.  Cone,  Jr..  M.D.,  Third  District 
John  P.  Evans,  M.  D.,  Fourth  District 


Boyce  Tollison,  M.D.,  Fourth  District 

R.  Duren  Johnson,  M.D..  Fifth  District 
Kenneth  L.  DeHart,  M.D.,  Sixth  District 
William  N.  Boulware,  M.  D.,  Sixth  District  Jfl 
J.  Capers  Hiott,  M.D.,  Seventh  District,  and  jh 

Vice  Chairman  of  the  Board 
Dallas  Lovelace,  III,  M.D.,  Eighth  District 
Michael  W.  Holmes,  M.D.,  Ninth  District  jL 
Randolph  D.  Smoak,  Jr..  M.D..  AMA  Trustee  ! 

DELEGATES  TO  THE  AMA 

Walter  J.  Roberts,  Jr..  M.D.,  Delegate  |[( 

Daniel  W.  Brake,  M.D.,  Delegate  L 

J.  Chris  Hawk.  III.  M.D..  Delegate 

Roger  A.  Gaddy.  M.  D.,  Delegate  |j 

Stephen  A.  Imbeau,  M.D.,  Alternate  L 

Carol  S.  Nichols,  M.D.,  Alternate 

John  W.  Simmons,  M.D.,  Alternate 

S.  Nelson  Weston,  M.D.,  Alternate 

, tl 

CHIEF  EXECUTIVE  OFFICER 

Mr.  William  F.  Mahon  | & 


376 


The  Journal  of  the  South  Carolina  Medical  Association 


Fourth  Quarter 
1996 
Calendar 


Continuing 

Medical 

Education 


James  L.  Haynes,  MD,  Chairman 


Published  by  the  SCMA  Committee  on  Continuing  Medical  Education 
Post  Office  Box  11188,  Columbia,  SC  29211 

Note:  CME  activities  in  neighboring  states  are  listed  when  space  permits. 


OCTOBER 


Wednesday  - Friday  October  9-11, 1996 

\ugusta,  GA:  Radisson  Riverfront  Hotel 
Veonatology:  The  Sick  Newborn 
SPONSOR:  School  of  Medicine,  Medical  College  of 
Georgia 

(TYPE  OF  AUDIENCE:  pediatricians,  family 
practitioners,  neonatologists 
ONTACT:  1-800-221-6437  or  (706)  721-3967 
>ROGRAM  FEE:  $225 

3ME  CREDITS:  14.5  hours,  AM  A Category  1 


rriday  - Sunday  October  11-13, 1996 

oung  Harris,  GA:  Brasstown  Valley  Crowne 
Plaza  Resort 

rd  Annual  Primary  Care  Issues  in  Endocrine, 

enal,  and  Metabolic  Diseases 

PONSOR:  School  of  Medicine,  Medical  College  of 

Georgia 

TPE  OF  AUDIENCE:  primary  care  physicians 
'ONTACT:  1-800-221-6437  or  (706)  721-3967 
ROGRAM  FEE:  $295 
:ME  CREDITS:  10  hours,  AM  A Category  1 


Wednesday  October  23, 1996 

:00  a.m.  - 8:00  a.m.  or  12:30  p.m.  - 1:30  p.m. 
’.olumbia,  SC:  1501  Sumter  Street  - Auditorium 
tanagement  of  Chronic  and  Acute  Asthma  - New 
reatment  Strategies 
PONSOR:  Baptist  Medical  Center 
RIEF  DESCRIPTION:  evaluation  of  recent  break- 
throughs in  the  outpatient  management  of  asthma, 
and  implementation  of  practical  methods  for 
improved  care  of  pediatric  and  adult  asthma 
patients 


TYPE  OF  AUDIENCE:  family  practice,  internal 
medicine,  pediatrics,  emergency  medicine, 
pulmonology  and  OB/GYN 
CONTACT:  Julie  Hall;  (803)  771-5537 
PROGRAM  FEE:  None 
FACULTY:  Steven  A.  Sahn,  MD,  Director, 

Division  of  Pulmonary  and  Critical  Care  Medicine, 
Medical  University  of  South  Carolina 
CME  CREDITS:  1 hour,  AM  A Category  1 


NOVEMBER 


Thursday  - Saturday  Oct.  31-Nov.  2, 1996 

Atlanta,  GA:  Swiss  Otel 

Management  of  the  Difficult  Neurological  Patient 

SPONSOR:  School  of  Medicine,  Medical  College  of 
Georgia 

TYPE  OF  AUDIENCE:  neurologists 
CONTACT:  1-800-221-6437  or  (706)  721-3967 
PROGRAM  FEE:  $395 

CME  CREDITS:  12.75  hours,  AM  A Category  1 

Friday  - Sunday  November  1-3, 1996 

Hilton  Head  Island:  Crowne  Plaza  Resort 
22nd  Annual  Hilton  Head  Symposium  - 
Current  Concepts  in  Psychiatry 
SPONSOR:  William  S.  Hall  Psychiatric  Institute 
BRIEF  DESCRIPTION:  lecture  and  videotapes  to 
illustrate  the  clinical  usefulness  of  short-term 
dynamic  psychotherapy 
TYPE  OF  AUDIENCE:  psychiatrists  and  other 
interested  physicians 

CONTACT:  Ms.  Gerry  Herron;  (803)  434-4250 
PROGRAM  FEE:  $175  registration 
FACULTY:  Peter  E.  Sifneos,  MD 
CME  Credits;  8 hours,  AM  A Category  1 


Thursday  - Saturday  November  7-9,  1996 

Hilton  Head  Island,  SC:  Hyatt  Regency  Hotel 
SC  AFP  48th  Annual  Scientific  Assembly 
SPONSOR:  S.  C.  Academy  of  Family  Practice 
CONTACT:  Kathy  Crotts;  (864)  984-7237;  Fax 
(864)  984-5666;  e-mail  SCAFP@AOL.Com 
CME  CREDITS:  18.5,  AAFP  Prescribed 

Thursday  - Sunday  November  7-10, 1996 
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CURRENT  AND  NOVEL  THERAPIES  FOR 
CYSTIC  FIBROSIS 


PATRICK  A.  FLUME,  M.  D * 


Cystic  fibrosis  (CF)  is  a genetically  transmit- 
ted illness  with  manifestations  so  profound 
that  in  years  past  the  diagnosis  of  CF  translat- 
ed to  a very  short  life  span  for  the  child,  often 
less  than  10  years.  However,  with  more 
aggressive  therapy  and  newer,  more  effective 
antibiotics  the  median  age  of  survival  has 
been  pushed  to  approximately  30  years'  (see 
Figure  1).  The  fear  is  that  our  current  treat- 
ment of  CF  has  reached  its  maximum  benefit 
and  that  without  newer  therapies  we  cannot 
expect  further  improvement  in  survival. 

Since  the  discovery  of  the  CF  gene  in 
1989, 2 there  has  been  a virtual  explosion  of 
information  about  the  pathophysiology  of  CF. 
Our  understanding  of  the  mechanisms  under- 
lying this  illness  now  allows  us  to  consider 
novel  therapies  in  the  management  of  patients 
with  CF.  It  is  our  hope  that  these  new  thera- 
pies will  further  arrest  the  progression  of  dis- 
ease and  improve  survival  even  more,  eventu- 
ally reaching  the  ultimate  goal  of  a cure. 

PATHOPHYSIOLOGY  OF  AIRWAYS 
DISEASE 

Before  reviewing  current  and  novel  therapies, 


*Address  correspondence  to  Adult  Cystic  Fibrosis 
Center,  Medical  University  of  South  Carolina,  Room 
812-CSB,  171  Ashley  Avenue,  Charleston,  SC  29425. 


it  is  necessary  to  discuss  the  basic  mecha- 
nisms underlying  the  manifestations  of  CF. 
Although  CF  affects  many  organ  systems  in 
the  body  (see  Table  1 ),  the  most  problematic 
clinical  manifestations  occur  in  the  lungs, 
affecting  nearly  every  patient  with  CF.  Lung 
disease  accounts  for  approximately  90  per- 
cent of  the  mortality  associated  with  CF;1 
therefore,  this  discussion  will  deal  principally 
with  the  pathophysiology  and  management  of 
pulmonary  disease  in  the  patient  with  CF. 

Cystic  fibrosis  is  an  autosomal  recessive 
disorder;  the  most  common  inherited  disease 


TABLE  1 

SOME  CLINICAL  MANIFESTATIONS  OF 

CYSTIC  FIBROSIS 

Respiratory 

Hepatobiliary 

Sinusitis 

Focal  biliary  cirrhosis 

Chronic  pulmonary 

Steatosis 

infection 

Airway  obstruction 

Cholelithiasis 

Bronchiectasis 

Pancreas 

Gastrointestinal  tract 

Pancreatic  insuffi- 

Meconium  ileus 

ciency  (exocrine) 

Diabetes  mellitus 

Rectal  prolapse 

Genitourinary 

Obstructive  azospermia 
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TABLE  2 

ORGANISMS  THAT  COLONIZE  THE 
AIRWAYS  IN  CYSTIC  FIBROSIS 

Bacteria 

Staphylococcus  aureus 
Hemophilus  influenzae 
Pseudomonas  aeruginosa 
Burkholderia  cepacia 

Fungi 

Candida  spp. 

Aspergillus  spp. 

Atypical  mycobacteria 
M.  chelonae 
M.  avium  complex 


in  Caucasian  Americans.  One  in  20-25  per- 
sons without  a family  history  of  CF  is  a carri- 
er of  a mutation  of  the  CF  gene  resulting  in 
an  incidence  of  CF  of  one  in  1,600-2,500 
births.3 

The  CF  gene  codes  for  a protein  named 
Cystic  Fibrosis  Transmembrane  Conductance 
Regulator  (CFTR).  CFTR  resides  in  the  api- 
cal membrane  of  the  epithelial  eells  lining  the 
airway  and  is  involved  in  the  regulation  of 
ion  movement  across  the  membrane.  In  the 
absence  of  functioning  CFTR  there  are  two 
principle  problems,  an  inability  for  chloride 
to  be  conducted  outward  from  the  cell  and 
hyperabsorption  of  sodium  into  the  cell. 
These  abnormalities  ultimately  result  in 
impaired  mucociliary  clearance. 

The  epithelial  lining  of  the  airway  consists 
of  ciliated  cells  (among  others).  The  cilia  beat 
rhythmically  in  a fluid  (periciliary)  layer 
resulting  in  the  movement  of  mucus  and  other 
particles  atop  this  layer  toward  the  proximal 
airways  where  they  can  then  be  expelled  by  a 
cough.  The  periciliary  layer  is  critical  for  nor- 
mal mucociliary  transport  and  is  maintained 
by  the  movement  of  ions  (Na+  and  Cl  ) and 
water  across  the  airway  lining.45  The  abnor- 
mal electrolyte  transport  in  the  airway  of  the 
CF  patient,  however,  alters  the  composition 
of  respiratory  tract  fluid,  resulting  in  impaired 
ciliary  function  and,  therefore,  impaired 
mucus  clearance. 

For  reasons  that  are  not  entirely  clear,  the 


airways  of  the  patient  with  CF  are  susceptible 
to  colonization  by  various  organisms'’  (Table 
2).  However,  only  some  organisms  are 
thought  to  play  an  important  role  in  CF 
patients.  Once  colonized,  the  airways  will 
never  be  free  of  bacteria.  The  most  common 
organisms  cultured  from  the  airways  of  the 
child  with  CF  include  Staphylococcus  aureus 
and  Hemophilus  influenzae.  Eventually,  Pseu- 
domonas aeruginosa  colonizes  the  airways 
and  cannot  be  eradicated.  Over  time  and 
under  intense  antibiotic  selection.  Pseu- 
domonas organisms  may  become  resistant  to 
antibiotics. 

Obstruction  of  the  airways  is  an  early  find- 
ing, even  preceding  the  development  of  infec- 
tion, as  a result  of  the  abnormal  airway  fluid 
and  impaired  mucociliary  clearance.78  Once 
bacteria  have  colonized  the  airways,  neu- 
trophil s move  into  the  airways  resulting  in 
mucopurulent  secretions.  These  secretions  are 
thick  and  tenacious,  adding  greater  burden  to 
an  already  impaired  mucociliary  transport 
system.  As  the  quantity  of  these  secretions 
increases,  more  obstruction  of  the  airways 
occurs,  further  impairing  the  patient's  ability 
to  clear  the  secretions  out  of  the  airways. 

The  inflammatory  response  to  infection  is  a 
double-edged  sword.  The  killing  of  bacteria 
is  desirable  but  the  chronic  presence  of 
inflammatory  mediators  is  destructive  to  the 
airways.  A vicious  cycle  develops  in  which 
there  is  chronic  infection,  inflammation  and 
obstruction,  each  contributing  to  the  other. 
Chronic  inflammation  and  infection  ultimate- 
ly result  in  destruction  of  the  airways  that  is 
irreversible  (i.e.,  bronchiectasis).  This  further 
impairs  clearance  of  mucopurulent  secretions 
and  infection  may  worsen.  Recovery  from 
acute  exacerbations  of  infection  is  slower  and 
longer  courses  of  treatment  may  become  nec- 
essary. Eventually,  the  damage  becomes  so 
severe  that  respiratory  failure  ensues,  result- 
ing in  the  patient’s  death. 

CONVENTIONAL  THERAPY 

The  improvement  in  survival  over  the  last  20 
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Median  Survival  Age 
in  Patients  with  Cystic  Fibrosis 

1940-1994 


Year 

Source:  Cystic  Fibrosis  Foundation,  National  CF  Patient  Registry 

Figure  1. 

years  (Figure  1)  may  be  attributed  to  many 
factors,  the  most  important  being  the  attentive 
care  provided  by  the  patient’s  family.  The 
Cystic  Fibrosis  Foundation,  established  in 
1955,  led  to  the  development  of  CF  centers 
where  expertise  could  be  provided  by  inter- 
disciplinary teams  and  a standard  of  care  was 
established.  The  discovery  of  more  potent 
antibiotics,  particularly  against  Pseudomonas , 
played  a key  role  but  the  importance  of  chest 
physiotherapy  cannot  be  overemphasized. 

The  goal  of  therapy  is  not  to  rid  the  lungs  of 
infection,  as  success  in  this  regard  is  unattain- 
able. Rather,  we  must  accept  that  chronic 
infection  will  continue  with  intermittent, 
acute  exacerbations  of  infection.  The  guiding 
principle  of  current  therapy  is  to  break  the 
cycle  of  infection,  inflammation,  and  obstruc- 
tion and  reduce  the  amount  of  infection  pre- 
sent in  the  airways.  If  this  can  be  achieved, 
then  progressive  injury  to  the  airways  may  be 
delayed,  resulting  in  a lifetime  that  is  longer 
and  of  better  quality. 

Chest  physiotherapy.  The  airway  secretions 
of  the  patient  with  CF  are  thick,  tenacious 
and  difficult  to  remove.  Chest  physiotherapy 
(CPT)  is  the  primary  method  for  clearance  of 
airway  secretions.  CPT  should  be  performed 
daily,  whether  there  is  a large  amount  of  spu- 
tum or  not.  This  may  mobilize  secretions 
from  small  airways  reducing  the  development 


of  distal  airway  obstruction  and  is  fundamen- 
tal in  maintaining  the  habit  of  therapy. 

There  are  many  techniques  available  for 
clearance  of  airway  secretions,  the  most  com- 
mon of  which  is  percussion  with  postural 
drainage  (P&PD).  Devices  (e.g.,  percussors, 
vibrators),  to  break  up  and  mobilize  distal 
secretions,  and  alternative  methods  of  airway 
clearance  such  as  active  cycle  breathing  and 
autogenic  drainage9  have  been  developed  to 
assist  with  removal  of  secretions. 

There  is  no  single  method  of  CPT  that 
works  best  for  all  patients  with  CF.  As  such, 
the  method  of  airway  clearance  that  the 
patient  uses  is  not  of  particular  importance. 
What  is  important  is  that  the  patient  perform 
some  form  of  therapy  with  the  sole  purpose 
of  clearing  secretions  from  the  airways.  A 
practical  approach  is  to  teach  the  patient  as 
many  methods  as  possible,  then  determine 
which  techniques  are  most  effective  and 
which  techniques  the  patient  is  likely  to  use. 
It  is  advantageous  for  the  patient  to  know 
several  methods  of  airway  clearance.  Just  as 
there  is  no  method  that  is  best  for  all  patients, 
the  individual  may  find  that  one  technique 
works  best  at  one  time  (e.g,.  when  the  patient 
is  well),  while  another  technique  is  more 
effective  at  other  times  (e.g,.  when  infection 
has  worsened). 

Antibiotics.  The  airways  of  the  patient  with 
CF  are  chronically  infected  and  this  infection 
will  never  be  eradicated.  The  patient's  life  is 
one  of  chronic  infection  with  intermittent 
exacerbations  of  acute  pulmonary  infection. 
Antibiotics  are  necessary  for  treatment  of 
infection  but  because  of  the  persistence  of 
infection,  the  optimal  use  of  antibiotics  is  still 
poorly  understood. 

There  is  no  question  about  the  benefit  of 
antibiotics  in  the  setting  of  acute  worsening 
of  infection.  However,  because  the  patient  is 
always  producing  purulent  sputum  and 
because  bacteria  are  always  cultured  from  the 
airways,  it  may  be  difficult  to  determine 
when  to  intervene  with  antibiotics.  Useful 
indicators  that  pulmonary  infection  may  be 
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TABLE  3 

INDICATIONS  THAT  INFECTION  IS 
WORSENING  IN  CYSTIC  FIBROSIS 

Increase  in  productive  cough 
Change  in  volume,  appearance  or  color  of 
sputum 

Increased  respiratory  rate  or  dyspnea 
New  chest  auscultative  findings 
New  infiltrates  on  chest  x-ray 
Deterioration  in  pulmonary  function  tests 
Arterial  oxygen  desaturation 
Decreased  appetite  or  weight 
Fatigue  or  reduced  exercise  tolerance 
Fever 

New  isolated  bacterial  pathogen 
Elevated  white  blood  cell  count 


worsening  are  listed  in  Table  3. 

Typically,  treatment  of  the  acute  infection 
involves  the  use  of  intravenous  antibiotics, 
directed  at  organisms  identified  in  sputum 
cultures  (Table  2).  Pseudomonas  organisms 
should  be  treated  with  two  antibiotics  and  the 
duration  of  therapy  should  be  10-14  days, 
though  longer  courses  of  therapy  may  be  nec- 
essary in  severe  cases.  The  two-drug  regimen 
typically  consists  of  an  aminoglycoside  and 
an  anti -pseudomonal  beta-lactam  antibiotic. 
For  the  patient  with  S.  aureus  in  the  cultured 
sputum,  the  regimen  should  be  adjusted 
accordingly. 

Parenteral  antibiotics  are  usually  given  in 
much  higher  doses  for  CF  patients  compared 
to  other  patients.  This  is  in  part  because  of  an 
increased  clearance  of  antibiotics  in  patients 
with  CF  as  well  as  to  compensate  for  poor 
penetration  of  antibiotics  into  the  infected 
secretions.10  Higher  peak  levels  of  aminogly- 
cosides are  sought  (12-14  pg/ml  for 
tobramycin  or  gentamicin,  20-30  pg/ml  for 
amikacin),  while  maintaining  trough  levels 
approaching  zero. 

Quinolones  offer  additional  coverage  of 
Pseudomonas  as  well  as  the  advantage  of 
excellent  drug  levels  with  oral  dosing.  This 
has  been  advocated  by  some  as  a cost-effec- 
tive method  of  treatment  of  the  acute  exacer- 
bation. However,  the  quinolones  are  the  only 


oral  agent  available  to  treat  Pseudomonas  and 
should  be  reserved  for  the  outpatient  setting  if 
possible;  resistance  to  these  agents  occur  too 
frequently  to  use  them  indiscriminately. 

The  benefit  of  antibiotics  in  the  chronic  set- 
ting is  somewhat  less  clear.  The  potential 
benefits  of  chronic,  “maintenance”  antibiotics 
include  reducing  the  burden  of  bacteria  that 
contribute  to  local  inflammation  and  delaying 
the  development  of  acute  worsening  of  infec- 
tion. The  primary  hazard  of  chronic  antibiotic 
usage  is  the  selection  of  resistant  strains  of 
bacteria.  Various  methods  of  maintenance 
antibiotics  have  been  recommended.  These 
include  scheduled  courses  of  intravenous 
therapy  (e.g.  every  three  to  six  months) 
regardless  of  symptoms  of  acute  worsening  of 
infection,"  oral  antibiotics  directed  at  S. 
aureus  or  oral  flora12  and  inhaled  antibiotics 
(e.g.,  aminoglycosides).13  There  is  a growing 
acceptance  of  the  use  of  inhaled  antibiotics  as 
adjunctive  treatment  of  pulmonary  infection 
in  CF.  The  short-term  use  of  high  dose 
aerosolized  tobramycin  has  been  shown  to  be 
effective  and  well-tolerated.13 

Bronchodilators.  Some  patients  with  CF 
have  reactive  airways  and  will  benefit  from 
the  use  of  inhaled  bronchodilators  including 
(3-agonists  and  anticholinergics.  The  pro- 
posed benefits  of  (3-agonists  include  relax- 
ation of  smooth  muscle  tone  in  the  airways  as 
well  as  enhanced  ciliary  beat  frequency. 
Some  patients  will  demonstrate  improvement 
in  spirometric  measurements  after  the  use  of 
inhaled  bronchodilators,  though  many  will 
not.  These  agents  have  found  their  place  in 
the  chronic  management  of  patients  with  CF 
though  there  remain  some  concerns  about 
potential  deleterious  effects  associated  with 
their  use.  There  is  evidence  that  inhaled  13- 
agonists  may  further  enhance  sodium  absorp- 
tion across  the  CF  epithelium4  and  there  is 
concern  that  the  use  of  anticholinergics  will 
result  in  drying  of  airway  secretions.  There  is 
little  additional  benefit  from  oral  bron- 
chodilators and  they  are  infrequently  used  in 
patients  with  CF. 
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For  no  other  reason  than  convenience,  the 
therapies  that  follow  are  presented  in  an  order 
which  follows  that  of  the  order  of  pathophysi- 
ological mechanisms  leading  to  end-stage 
lung  disease  described  earlier.  Some  of  these 
therapies  are  recently  available  while  others 
are  in  various  phases  of  investigation. 

Gene  transfer  (gene  therapy).  The  ability  to 
place  a normal  copy  of  the  CF  gene  into  air- 
way cells  from  CF  patients  is  presently  avail- 
able and  is  reasonably  successful  in  vitro , but 
early  in  vivo  trials  have  yielded  variable 
results.14  This  technology  shows  great 
promise  for  CF  and  the  possibility  of  a '‘cure” 
of  this  disease  may  become  an  eventual  reali- 
ty. However,  the  ability  to  successfully  treat 
CF  cells  in  vitro  does  not  mean  that  such  suc- 
cess in  vivo  will  be  easy  and  several  questions 
remain  to  be  answered. 

Although  it  is  presumed  that  the  target  cell 
in  the  airway  is  the  airway  surface  cell,  it  is 
not  known  which  cell  (ciliated,  goblet,  etc.) 
must  be  corrected,  nor  is  it  known  if  the 
bronchial  glands  need  to  be  corrected  as  well. 
Permanent  correction  (i.e.,  cure)  of  cells  is 
desirable  but  may  not  be  possible  using  cur- 
rent methods  of  delivery.14  If  only  surface 
cells  are  corrected,  these  will  eventually  be 
replaced  by  cells  that  have  not  been  correct- 
ed, or  the  cell  could  potentially  “correct” 
itself.  This  would  require  subsequent  treat- 
ments, a major  concern  particularly  if  an  anti- 
body response  develops  to  the  delivery  sys- 
tem (i.e.,  future  treatments  would  become 
less  effective).  There  is  also  concern  for  pub- 
lic safety.  Though  viral  vectors  that  are  cur- 
rently used  have  had  all  replicative  genes 
removed  (i.e.,  the  virus  should  not  be  able  to 
replicate),  there  is  concern  that  mutation 
could  occur.  These  questions  must  be 
answered  before  gene  transfer  becomes  a 
reality  for  the  patient  with  CF. 

Amiloride.  Acknowledging  that  part  of  the 
pathophysiology  of  CF  is  related  to  the  hyper- 
absorption of  sodium  into  the  cell,  we  can 


then  devise  strategies  to  correct  this  abnor- 
mality. One  agent  that  can  block  sodium 
absorption  is  amiloride,  and  it  can  successful- 
ly be  delivered  to  the  airway  by  an  aerosol. 
Pilot  studies  in  patients  with  CF  showed  a 
benefit  of  amiloride  aerosol  by  improving 
mucociliary  clearance  and  slowing  the 
decline  of  lung  function.15  Studies  of  the 
effects  of  chronic  administration  of  amiloride 
have  recently  been  completed  and  results  are 
pending. 

Uridine  triphosphate  (UTP).  The  other 
abnormality  in  the  CF  cell  is  impaired  chlo- 
ride secretion.  CFTR  is  not  the  only  chloride 
channel  in  the  apical  membrane;  other  chan- 
nels can  be  opened  in  the  presence  of 
nucleotides  such  as  ATP  and  UTP. 16  These 
nucleotides  are  present  in  the  body  but  when 
they  are  delivered  to  the  airway  there  is  an 
enhancement  of  chloride  secretion.16  There  is 
an  increase  in  mucociliary  clearance  after 
inhalation  of  UTP,17  due  in  part  to  the 
enhanced  secretion  of  chloride  but  there  may 
also  be  an  increased  ciliary  beat  frequency. 
Inhaled  UTP  shows  great  promise  in  the  man- 
agement of  CF  and  clinical  studies  are  cur- 
rently underway. 

Immunotherapy.  The  patient  with  CF  has  a 
large  antibody  response  to  Pseudomonas; 
however,  the  ability  of  these  antibodies  to 
opsonize  bacteria  is  poor.  An  important  fea- 
ture of  early  colonization  of  the  airways  is  the 
inability  of  the  host  to  produce  effective  anti- 
bodies against  a mucoid  exopolysaccharride 
produced  by  some  P.  aeruginosa .,s  There  is  a 
current  study  investigating  the  potential  bene- 
fits of  intravenous  immune  globulin  specific 
for  the  mucoid  form  of  P.  aeruginosa.  There 
is  also  great  interest  in  vaccines  for  Pseu- 
domonas that  may  potentially  stimulate  pro- 
duction of  "better”  antibodies  in  the  patient 
with  CF.19 

DNAse  (Pulmozyme,  dornase  alfa).  The 
basic  premise  that  secretion  retention  in  the 
airways  of  patients  with  CF  results  in 
obstruction  and  predisposes  the  patient  to 
recurrent  infection  has  spurred  investigators 
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to  look  more  closely  at  the  constituents  of  CF 
sputum.  CF  sputum  contains  large  amounts  of 
DNA  released  by  neutrophils  that  have 
migrated  to  the  airways  to  fight  infection;  the 
presence  of  DNA  in  the  sputum  contributes  to 
the  viscoelastic  properties  of  the  sputum. 
Dornase  alfa  is  an  enzyme  produced  by  the 
pancreas  and  salivary  glands  that  hydrolyzes 
extra-cellular  DNA.  This  enzyme  can  now  be 
produced  in  sufficient  quantities  that  it  can  be 
aerosolized  into  the  airways  where  it  can  act 
upon  the  airway  secretions. 

Pulmozyme  has  been  shown  to  reduce  the 
viscoelasticity  of  CF  sputum. 20  Studies  of  its 
use  in  humans  has  shown  a measurable 
improvement  in  lung  function.21  It  is  not  an 
antibiotic  nor  a bronchodilator.  Rather,  it  acts 
directly  on  airway  secretions,  reducing  the 
viscosity  of  the  secretions  such  that  they  are 
more  easily  mobilized  and  cleared  from  the 
airways. 

Studies  of  Pulmozyme  have  looked  at  both 
short  term  therapy  (two  weeks)  and  chronic 
therapy  (six  months).22  In  all  studies  there  was 
a measurable  improvement  in  lung  function. 
Pulmozyme  is  likely  to  be  a useful  drug  in  the 
management  of  CF,  though  it  may  not  be  ben- 
eficial for  all  patients  with  CF.  The  studies 
have  not  demonstrated  which  patients  are 
likely  to  benefit  from  this  drug  and  the  pre- 
scription of  Pulmozyme  (i.e.,  to  use  it  for  the 
short  term,  chronically  or  not  at  all)  will  need 
to  be  individualized.  The  drug  is  well-tolerat- 
ed with  only  a mild  side-effect  of  a change  in 
the  voice.21 

Anti-inflammatory  drugs.  There  are  studies 
that  have  looked  at  the  use  of  various  agents 
to  reduce  airway  inflammation.  Studies  of 
high-dose  steroids  were  abandoned  because 
of  untoward  side-effects  (i.e.,  glucose  intoler- 
ance, increased  infection);23  low-dose  steroids 
have  not  been  shown  to  be  effective.10  A 
study  of  a non-steroidal  agent  (ibuprofen) 
given  in  doses  large  enough  to  inhibit  neu- 
trophil function  (=25mg/kg  BID)  over  four 
years  demonstrated  a slowing  of  the  progres- 
sion of  lung  disease  without  serious  side 


effects.24  The  reduction  in  disease  progression 
was  particularly  evident  in  children  compared 
with  adults  and  offers  a promising  therapy  for 
patients  with  mild  disease. 

Anti -protease  therapy.  Chronic  infection 
results  in  a large  number  of  neutrophils  in  the 
airway.  This  local  inflammatory  response  is 
potentially  toxic  to  the  airway  epithelium. 
Protease  inhibitors  protect  the  epithelium,  but 
this  protection  may  become  exhausted 
because  of  the  high  concentration  of  proteas- 
es (e.g.,  elastase).25  Various  methods  of 
increasing  the  local  concentration  of  protease 
inhibitors  have  been  considered  including 
infusion  of  a- 1 -antitrypsin.  Other  strategies 
are  being  considered  including  the  use  of 
gene  transfer  to  increase  the  local  production 
of  anti-proteases  and  free  radical  scavengers. 

Lung  transplantation.  Lung  transplantation 
(LT)  has  become  a viable  alternative  for 
patients  with  end-stage  lung  disease,  includ- 
ing those  with  CF.  It  is  not  a curative  proce- 
dure nor  is  it  without  considerable  risk.  It  is 
therefore  reserved  for  those  motivated  indi- 
viduals who  will  not  survive  without  trans- 
plantation yet  who  are  predicted  to  have  a 
good  outcome  after  transplantation.  The  time 
to  consider  LT  is  sometimes  difficult  to  pre- 
dict. It  is  desirable  to  delay  LT  until  the  last 
possible  moment  because  we  are  not  anxious 
to  shorten  one’s  life  by  the  procedure  and 
there  are  anticipated  improvements  in  the 
procedure  over  time  (e.g.,  better  medications, 
more  experience).  For  obvious  reasons  we  do 
not  wish  to  consider  LT  too  late. 

LT  should  be  considered  when  a patient  has 
an  expected  survival  of  less  than  two  years. 
There  are  useful  guidelines  to  help  determine 
a patient's  projected  survival,  the  most  useful 
of  which  is  spirometry.  When  FEV1  remains 
consistently  below  30  percent  of  predicted, 
mortality  approaches  50  percent  at  two 
years.26  This  must  be  taken  into  consideration 
with  other  clinical  features  of  the  individual; 
for  example,  the  rapidity  of  decline  in  lung 
function  over  time  or  the  presence  of  other 
problems  (e.g.,  weight  loss)  should  be  includ- 
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ed  in  the  decision  to  consider  LT. 

The  outcome  after  transplantation  is  gener- 
ally favorable.  Virtually  all  patients  should 
survive  the  operation  and  most  will  leave  the 
hospital.  The  actuarial  one-year  survival  is 
approximately  80  percent.27  Early  mortality  is 
usually  related  to  infection.  After  six  to  nine 
months,  obliterative  bronchiolitis  (chronic 
rejection)  may  develop,  typically  affecting 
40-50  percent  of  survivors.  This  is  the  prima- 
ry cause  of  late  mortality;  four-year  survival 
is  approximately  60  percent.27 

There  are  issues  pertinent  to  LT  in  CF. 
First,  lung  function  should  approach  normal 
after  LT  because  the  procedure  is  a double 
lung  transplant.  Second,  changes  of  CF  do 
not  recur  in  the  transplanted  organ. 2S  Howev- 
er, the  sinuses  and  proximal  airways  remain 
with  CF  abnormalities,  including  chronic 
infection.  LT  was  once  considered  inappro- 
priate for  patients  with  CF  because  of  the  pur- 
ported risk  of  infection  in  the  face  of 
immunosuppressive  medications.  Further 
evaluation  of  this  question  has  shown  that 
patients  with  CF  do  not  develop  more  infec- 
tions after  LT  compared  to  patients  without 
CF.29  The  single  exception  was  sinusitis,  and 
as  the  patients  have  had  no  changes  to  their 
sinuses,  this  was  an  expected  finding. 

CONCLUSION 

In  conclusion,  our  understanding  of  the 
mechanisms  resulting  in  disease  in  CF  is 
rapidly  improving.  This  new-found  under- 
standing of  each  problem  in  the  pathophysiol- 
ogy of  airways  disease  allows  us  to  develop 
novel  therapies  designed  to  address  each 
problem.  Many  of  these  new  therapies  show 
great  promise  and  may  ultimately  become 
standard  therapy  for  the  patient  with  CF. 
Though  we  have  a long  road  ahead  before  we 
reach  a cure  for  CF,  the  future  is  bright  for  the 
patient  and  family  with  cystic  fibrosis.  □ 
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COCAINE-ASSOCIATED  HEART  DISEASE* 

J.  KEVIN  BAUGH,  M.  D.** 


The  illicit  use  of  cocaine  and  cocaine  prod- 
ucts has  had  a profound  impact  on  our  soci- 
ety. This  is  true  on  a national  basis  as  well  as 
here  in  South  Carolina.  The  personal  costs  in 
wasted  lives  and  families  are  self-evident. 
There  are  also  significant  financial  cost  asso- 
ciated with  the  “war  on  drugs”  as  well  as  with 
increased  medical  expenses  related  to  cocaine 
use. 

Unfortunately,  it  does  not  appear  that  the 
use  of  cocaine  or  other  drugs  is  going  to 
diminish  in  the  foreseeable  future.  We  must, 
therefore,  intensify  our  effort  in  the  under- 
standing and  treatment  of  cocaine-related 
health  problems.  In  this  paper,  we  will  review 
the  pathophysiologic  consequences  of  acute 
and  chronic  cocaine  use  with  a focus  on  the 
cardiovascular  effects  of  cocaine  use  and 
their  treatment. 

EPIDEMIOLOGY 

By  conservative  estimates,  more  than  24  mil- 
lion Americans  have  used  cocaine  at  least 
once  in  their  lives.1  Most  recent  data  suggest 
that  5.3  percent  of  South  Carolinians  admit  to 
past  or  current  cocaine  use.  In  1995,  1.7  per- 
cent of  South  Carolina  10th  graders  reported 
cocaine  use  within  the  previous  30  days. 
Cocaine  arrests  in  S.  C.  have  increased  from 
242  in  1980  to  7,495  in  1994.2 

The  route  of  delivery  of  cocaine  has 
changed  in  recent  years.  In  the  early  '80s 
intranasal  (“snorting”)  was  the  preferred 
route  of  administration,  In  the  late  '80s,  this 
was  supplanted  by  IV  cocaine  followed  by 
the  preference  for  crack  cocaine  in  the  early 
'90s. 


*From  the  division  of  Cardiology,  Department  of 
Medicine,  University  of  South  Carolina  School  of 
Medicine,  Columbia. 

** Address  correspondence  to  Dr.  Baugh  at  One  Medical 
Park.  Suite  420,  Columbia,  SC  29203. 


TABLE  1 

EFFECTS  OF  COCAINE  USE 


CARDIOVASCULAR 

Tachycardia  via  central  effect 

Coronary  vasospasm 

Increased  platelet  aggregation 

Accelerated  atherogenesis 

Accelerated  thrombogenesis 

Hypertension 

Aortic  dissection/rupture 

Arrythmias 

Myocarditis 

Cardiomypoathy 

CENTRAL  NERVOUS  SYSTEM 
Euphoria 
Agitation 
Hyperthermia 
Seizure  activity 
Intracranial  hemorrhage 
Migraine  headaches 

GASTROINTESTINAL 

Mesenteric  ischemia/infarction 

RENAL 

Renal  ischemia/infarction 

URETEROPLACENTAL 
Abruptio  placentae 
Spontaneous  abortion 
Fetal  prematurity 
Intrauterine  growth  retardation 

MUSCULOSKELETAL 

Rhabdomyolysis 


PHARMACOLOGY 

Cocaine  has  many  central  and  peripheral 
effects  as  noted  in  Table  1 . With  regard  to  the 
cardiac  effects  of  cocaine,  most  important  are 
the  effects  of  cocaine  that  induced  increased 
heart  rate,  increased  blood  pressure,  coronary 
vasoconstriction  and  arryhthmogenesis.  This 
occurs  primarily  as  a result  of  the  inhibition 
of  neuronal  re-uptake  of  NOREPINE- 
PHRINE, dopamine  and  possibly  serotonin.3 
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increase  platelet  aggregation,5  and,  with 
chronic  use.  to  accelerate  atherosclerosis.6 
VENTRICULAR  DYSFUNCTION:  Cocaine 


CLINICAL  EFFECTS  OF  COCAINE  USE 

NON-CARDIAC:  The  non-cardiac  effects  of 
cocaine  can  he  divided  into  body  systems  as 
summarized  below. 

VASCULAR:  Cocaine  is  a potent  vasocon- 
strictor and,  as  such,  has  been  associated  with 
aortic  dissection,  and  mesenteric,  renal,  and 
hepatic  ischemia/infarction.  IV  cocaine  users 
are  also  subject  to  vasculitis,  septic  throm- 
bophlebitis and  subacute  bacterial  endocardi- 
tis. The  risk  for  infectious  vascular  injury  is 
greater  than  in  IV  heroin  users. 

CEREBRAL:  The  most  common  cerebral 
effects  of  cocaine  are  central  hypertension 
and  seizures  though  cerebral  infarction,  sub- 
arrachnoid  hemorrhage;  and  intracerebral 
hemorrhages  or  infarcts  have  also  been 
described. 

SKELETAL  MUSCLE:  Cocaine  commonly 
causes  RHABDOMYOLYSIS  (even  in  the 
absence  of  seizure  activity).  The  increase  in 
CPK  levels  can  make  interpretation  of  cardiac 
enzymes  difficult. 

URETEROPLACENTAL  VASCULATURE: 
Cocaine  induces  increase  in  ureteroplacental 
vascular  resistance  with  decrease  in  fetal 
blood  flow.  This  can  result  in  spontaneous 
abortion  abruptio  placentae,  fetal  prematurity, 
and  intrauterine  growth  retardation.  In  addi- 
tion, cocaine  crosses  the  placenta  and  can 
have  direct  toxic  effects  on  the  fetus. 

CARDIAC  EFFECTS  OF  COCAINE  USE 

ISCHEMIA:  Cocaine  increases  myocardial 
oxygen  demand  via  increases  in  heart  rate 
and  afterload  and,  with  chronic  use,  induction 
of  left  ventricular  hypertrophy.  Cocaine  also 
decreases  myocardial  oxygen  supply  through 
several  mechanisms  as  described  below. 

Cocaine  can  cause  coronary  vasoconstric- 
tion with  a predilection  for  the  left  anterior 
descending  artery.  This  is  a well-recognized 
clinical  entity  responsible  for  numerous  pre- 
sentations with  acute  ischemic  syndromes.4  It 
is  not  unusual  to  find  clear  evidence  of  acute 
infarctions  in  absence  of  fixed  coronary 
artery  disease  (CAD).  More  recently,  cocaine 
has  been  found  to  be  thrombogenic  to 


has  been  associated  with  both  an  acute  and 
chronic  myocarditis  as  well  as  with  segmental 
left  ventricular  systolic  dysfunction  sec- 
ondary to  cocaine-associated  myocardial 
infarction.7 

ARRHYTHMIA:  Cocaine  has  been  associat- 
ed with  multiple  rhythm  problems  including 
atrial  fibrillation,  atrial  flutter,  ventricular 
tachycardia,  and  ventricular  fibrillation.  Vari- 
ous forms  of  heart  block  have  also  been 
described.3 

CLINICAL  PRESENTATIONS 

The  patient  with  cocaine-induced  ischemia 
ordinarily  presents  with  typical  anginal  symp- 
toms of  central  chest  pressure  that  may  be 
associated  with  shortness  of  breath,  nausea, 
diaphoresis  and  radiation  to  the  neck  or  arm. 
There  will  usually  be  a history  of  cocaine  use 
within  the  past  24-48  hours.  Alternatively,  the 
presence  of  cocaine  metabolites  will  be  noted 
on  a urine  drug  screen.  There  is  a very  high 
association  of  cocaine  use  with  tobacco  use. 
Both  cocaine  and  tobacco  produce  coronary 
vasospasm  via  an  alpha  adrenergic  effect.  As 
such,  they  may  have  a synergistic  effect  on 
vasospasm.  Careful  history  and  review  of 
records  will  often  indicate  prior  history  of 
cocaine-associated  chest  pain.  In  one  study, 
60  percent  of  patients  with  cocaine-associated 
myocardial  infarction  report  repeat  use  of  the 
drug  within  one  year.8 

Physical  examination  along  with  history 
will  often  help  in  the  identification  of  patients 
at  high  risk  for  cocaine-associated  ischemia. 
Initial  evaluation  may  find  the  patient  to  be 
tachycardic,  hypertensive,  and  hyperthermic. 
Stigmata  of  drug  use  including  track  marks 
and  hyperemic  nasal  mucosa  may  be  present. 
Cardiovascular  exam  may  reveal  the  presence 
of  an  S3  or  S4  gallup,  jugular  venous  disten- 
tion, and  other  evidence  of  pulmonary  edema. 
There  also  may  be  evidence  of  recent  seizure 
activity. 

Unfortunately,  the  electrocardiogram 
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(EKG)  is  often  non-diagnostic.  EKG  sensitiv- 
ity for  myocardial  infarction  in  this  group  of 
patients  is  36  percent.  The  specificity,  posi- 
tive, and  negative  predictive  values  are  90 
percent,  1 8 percent,  and  96  percent  respec- 
tively.9 EKG  interpretation  is  also  complicat- 
ed by  the  high  rate  of  early  repolarization  pat- 
tern seen  in  this  demographic  group.  Chest  x- 
rays  are  seldom  helpful  except  in  cases  of 
pulmonary  edema,  or,  rarely,  aortic  dissec- 
tion. 

Standard  cardiac  enzymes  may  be  helpful 
but,  as  noted  above,  may  be  confounded  by 
increased  CPK  levels  from  seizure  activity  or 
from  cocaine-induced  rhabdomyolysis  The 
cardiac  troponin  1 is  a more  specific  marker 
for  infarction  as  there  is  no  cross-reactivity 
with  skeletal  CPK. 

As  pail  of  the  initial  evaluation,  it  is  impor- 
tant to  check  serum  electrolytes  as  these 
patients  are  at  increased  risk  for  rhythm  distur- 
bances. Also  drug  screens  may  confirm  the 
presence  of  cocaine  as  well  as  identify  other 
potentially  toxic  substances  in  the  drug  abuser. 

TREATMENT  OF  COCAINE-INDUCED 
ISCHEMIA 

Treatment  of  cocaine-induced  chest  pain  dif- 
fers significantly  from  the  treatment  of  more 
typical  coronary  ischemic  syndromes.  The 
use  of  aspirin  and  supplemental  oxygen  are 
strongly  encouraged.  Another  modality  of 
treatment  includes  IV  and  oral  benzodi- 
azepines as  they  attenuate  the  CNS  and  car- 
diac effects  of  cocaine.  This  will  be  especial- 
ly useful  in  the  patient  who  is  hypertensive, 
tachycardic,  or  anxious.10  Nitrates  have  been 
shown  to  be  effective  in  reversing  cocaine 
induced  vasospasm  and  are,  therefore,  recom- 
mended.11 

The  efficacy  of  phentolamine  (Regitine)  in 
these  patients  is  less  clear.  Phentolamine  (an 
alpha  adrenergic  antagonist)  has  been  shown 
to  blunt  the  vasospasm  associated  with 
cocaine  use  but  its  use  may  be  associated 
with  marked  hypotension  Calcium  antago- 
nists also  have  mixed  results  in  this  setting. 
While  they  may  ameliorate  the  cardiac  effects 


of  tachycardia,  hypertension,  and  vasospasm, 
they  have  been  associated  with  enhanced 
CNS  toxicity  and,  in  one  study,  with 
increased  mortality.12 

Interestingly,  the  use  of  beta  blockers  in 
these  patients  is  relatively  contraindicated. 
Beta-1  antagonism  leads  to  the  unopposed 
alpha  effects  of  cocaine  and  has  been  shown 
to  exacerbate  the  cocaine  associated 
vasospasm.11  If  necessary  for  the  control  of 
heart  rate,  a mixed  alpha/beta  antagonist  such 
as  labetalol  should  be  considered. 

The  use  of  lidocaine  for  cocaine-associated 
ventricular  dysrrhythmias  should  be  avoided 
as  it  has  been  shown  to  exacerbate  the 
arrhythmogenic  effects  of  cocaine. 

The  use  of  thrombolytics  in  suspected 
cocaine-induced  infarction  is  also  hazardous. 
In  this  population  of  patients,  early  repolar- 
ization is  a common  EKG  finding  and  can 
lead  to  inappropriate  use  of  thrombolytics. 
Also,  due  to  the  cerebral  vascular  effects  of 
cocaine  these  patients  will  be  at  increased 
risk  for  intracranial  hemorrhage  (2.8  percent 
in  one  study).14  Due  to  increased  risk  of 
thrombolytics,  early  catheterization  may  be  a 
logical  alternative  in  patients  who  do  not 
respond  promptly  to  initial  therapy. 

In  summary,  it  is  clear  that  cocaine  can  lead 
to  numerous  cardiac  and  non-cardiac  medical 
complications.  Appropriate  treatment  will  be 
based  on  a good  history  and  physical  for 
diagnosis  as  well  as  an  understanding  of  the 
pathophysiologic  manifestations  of  cocaine 
intoxication.  Therapy  will  further  be  guided 
by  an  appropriate  understanding  of  the  inter- 
actions of  therapeutic  agents  and  this  patho- 
physiology. □ 
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PHYSICIAN  RESIDENT  ALERT: 

IF  YOU  COULD  USE  OVER  $25,000  A YEAR- 

ANSWER  THIS  AD. 

Here’s  how  it  breaks  down  - an  annual 
grant,  plus  a monthly  stipend  and  reimburse- 
ment of  approved  educational  expenses. 

You  will  be  part  of  a unique  health  care 
team  where  you  will  find  many  opportunities 
to  continue  your  medical  education,  work  at 
state-of-the-art  facilities,  and  receive  outstand- 
ing benefits. 

So,  if  you  are  a physician  resident  who 
could  use  over  $25,000  a year,  contact  an 
Army  Medical  Counselor  immediately. 

1-800-USA-ARMY 


ARMY  MEDICINE.  BE  ALL  YOU  CAN  BE. 


The  U.S.  Army’s  Financial  Assistance 
Program  (FAP)  is  offering  a subsidy  of  over 
$25,000  a year  for  training  in  certain  medical 
specialities. 
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MEDICARE  UPDATE 


By  now  you  should  have  received  your  September  1996 
Medicare  Advisory  which  contains  important  informa- 
tion on  issues  such  as  influenza  vaccination  benefits,  vac- 
cine fees,  and  ESRD  monthly  capitated  payment. 

“PAYERID”  Is  Coming!:  A new,  nationally  standardized 
system  of  uniquely  identifying  payers  of  health  care  ben- 
efits, PAYERID,  is  currently  being  orchestrated  by  HCFA 
to  replace  the  many  codes  that  various  state  and  federal 
agencies  and  Medicare  carriers  have  previously  developed 
{such  as  the  Other  Carrier  Name  and  Address  (OCNA) 
codes  used  by  Palmetto  Government  Benefits  Adminis- 
trators}. This  should  speed  and  simplify  the  processing 
of  health  care  claims  among  different  entities  by  improv- 
ing the  quality  of  data  transmitted  electronically. 

A PAYERID,  a unique  identifier,  will  be  assigned  to  every 
payer  of  health  care  claims  beginning  in  the  fall  of  1996. 
All  payers  will  be  enrolled  by  the  end  of  the  year.  Pay- 
ers may  be  public  entities,  such  as  the  Medicare  program 
and  Medicaid  state  agencies,  as  well  as  private  entities, 
such  as  insurers,  self-insured  employers,  or  third  party 
administrators,  that  have  contractual  responsibility  for 
health  care  payments. 

Effective  for  services  rendered  on  and  after  January  1 , 
1997,  providers  should  use  PAYERID  in  place  of  the  insur- 
er’s name  and  address  on  the  HCFA- 1500  (12-90)  claim 
forms.  This  practice  will  be  mandatory  by  April  1,  1997. 

Reason  Codes  on  Remittance  Notices:  Reason  codes, 
and  the  text  messages  that  define  those  codes,  arc  used 
to  explain  why  a claim  may  not  have  been  paid  in  full. 
For  instance,  there  are  reason  codes  to  indicate  that  a par- 
ticular service  is  never  covered  by  Medicare,  that  a ben- 
efit maximum  has  been  reached,  that  certain  non-payablc 
charges  exceed  the  fee  schedule,  or  that  a psychiatric 
reduction  has  been  applied.  The  description  of  all  codes 
used  within  a remittance  notice  will  appear  on  the  last 


page  of  the  notice.  You  will  find  the  coded  remarks  on 
the  far  right  side  of  your  remittance  beneath  the  title  “RC- 
AMT.”  It  is  important  to  read  all  of  the  coded  remarks. 
Please  refer  to  the  example  provided  in  your  Scp'cmbcr 
1 996  Medicare  Advisory. 

ICD-9  Coding  Chanties:  Effective  for  services  on  and 
after  October  1,  1996,  there  will  be  two  ICD-coding 
changes: 

Coding  Claims  for  Diagnostic  Services:  The  two  “V” 
codes  for  diagnostic  service,  V72.5  (Radiological  exam- 
ination, not  elsewhere  classified)  and  V72.6  (Laborato- 
ry examination),  will  no  longer  have  to  be  listed  in  the 
first  diagnosis  position  in  Item  21  of  the  HCFA-15(X)(12- 
90)  claim  form. 

Screening  Mammographies:  For  a screening  mammo- 
gram, V72.5  is  no  longer  the  correct  diagnosis  code  to  use. 
V76. 1 is  the  correct  code  to  use  if  the  screening  mam- 
mography claim  is  for  a beneficiary  who  is  not  at  high  risk. 

Investigational  Devices : Medicare  now  covers  certain 
investigational  devices  which  have  withstood  the  FDA’s 
initial  concerns  about  safety  and  efficacy.  These  policies 
will  be  effective  for  claims  filed  on  and  after  October  1 , 
1996,  for  dates  of  service  beginning  November  1,  1995. 

HCFA  and  the  FDA  have  established  a more  refined  clas- 
sification system  for  investigational  device  exemptions 
(IDEs)  that  places  certain  devices  in  a category  (Category 
B)  eligible  for  Medicare  coverage.  FDA-approved  Cat- 
egory B devices.  Hospital  Institutional  Review  Board- 
approved  IDEs,  and  some  medical  devices  which  do  not 
require  FDA  approval  are  eligible  for  Medicare  cover- 
age. However,  they  must  meet  Medicare’s  requirements. 
Please  refer  to  your  September  1996  Medicare  Adviso- 
ry for  more  information.  f! 
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Clinical  iMboraton  Improvement  Act  (CU A)  Waiver 
Change:  Providers  holding  a Certificate  of  Waiver  under 
CLIA  arc  limited  to  performing  only  those  tests  autho- 
rized as  waivered,  and  no  others.  Previously,  HFCA 
assigned  temporary  five  digit  “G”  or “Q”  codes  to  all  the 
waivered  tests.  HCFA  has  introduced  a new  modifier 
“QW”  that  will  be  used  with  current  physician’s  CPT 
code  for  waivered  tests.  The  CPT  codes  and  “Q  W”  mod- 
ifier replace  the  temporary  “G”  or  “Q”  codes  effective 
with  dates  of  service  on  or  after  October  1 , 1996. 


DHHS  invites  your  comments  regarding  this  proposal. 
Please  submit  any  concerns  in  writing  to  the  appropriate 
program  manager  at  the  following  address:  DHHS  • 
ATTN:  (Program  Manager)  • PO  Box  8206  • Columbia, 
SC  29202-8206. 

Comments  will  be  accepted  for  30  days  following  the 
mailing  of  the  bulletin.  We  anticipate  an  effective  date 
of  January  1,  1997,  for  implementation  of  this  supervi- 
sion policy. 


The  following  is  the  list  of  CPT  codes  for  the  waivered 
tests.  Also,  the  seven  new  waivered  tests  approved  by  the 
Center  for  Disease  Control  and  Prevention  (CDC)  appear 


on  the  list. 

CPT  CODE 

DEFINITION 

97072-QW 

Culture  of  direct  bacterial  iden- 
tification method,  each  organ- 
ism, by  commercial  kit,  any 
source  except  urine 

86588-QW 

Streptococcus,  screen  direct 

82645-QW 

Cholesterol,  serum,  total 

83718-QW 

Lipoprotein,  direct  measure- 
ment; high  density  cholesterol 
(HDL  cholesterol) 

8447  8-QW 

Triglycerides 

82947-QW 

Glucose;  quantitative 

82044-QW 

Microalbumin, urine,  semiquan- 
titative  (e.g.  reagent  strip  assay) 

82465-QW 

(Previously  G0054)  Choles- 
terol, serum,  total 

82950-QW 

(Previously  G0055)  Post  glu- 
cose dose  (includes  glucose) 

8295 1-QW 

(Previously  G0056)  Tolerance 
test  (GTT),  three  specimens 
(includes  glucose) 

82952-QW 

(Previously  G0057)  Tolerance 
test,  each  additional  beyond 
three  specimens 

8501 8-QW 

(Previously  Q0 116)  Hemoglo- 
bin 

Teaching  Phxsician  Policy:  South  Carolina  Medicaid 
makes  every  effort  to  keep  its  policy  consistent  with 
Medicare  policy  when  possible.  Following  that  philoso- 
phy, DHHS  is  currently  considering  adopting  the  teach- 
ing physician  policy  that  was  effective  for  Medicare  on  July 
1,  1996.  The  proposed  supervision  and  documentation 
requirements  will  be  attached  to  a forthcoming  bulletin. 


Manual  Workshops:  DHHS  will  be  conducting  Medic- 
aid workshops  statewide.  The  workshops  will  include  pol- 
icy updates  and  a review  of  billing  procedures.  The  fol- 
lowing is  a tentative  list  of  dates  and  locations  of  the 
upcoming  workshops  which  are  all  scheduled  from  9:00 
a.m.  to  4:30  p.m. 

• Florence,  Thursday,  9/26/96-Franc  is  Marion  Univer- 
sity, McNair  Auditorium 

• Conway,  Tuesday,  10/1 /96-Coastal  Carolina  Universi- 
ty, Wall  Building  Auditorium 

• Beaufort,  Thursday,  10/3/96-Technical  College 
of  the  Low  Country,  Building  12,  Auditorium 

• Anderson,  Tuesday,  10/8/96- Anderson  Area  Medical 
Center,  Youngs  Memorial  Auditorium 

• Charleston,  Thursday,  10/ 10/96-Trident  Technical  Col- 
lege, Building  100,  Room  169 

• Greenville,  Tuesday,  10/15/96-Greenville  Memorial 
Hospital,  Medical  Staff  Auditorium 

• Sumter,  Tuesday,  10/22/96-Central  Carolina  Techni- 
cal College,  Room  401 A-B 

• Spartanburg,  Thursday,  10/24/96-Spartanburg  Region- 
al Medical  Center,  Tyner  Auditorium 

• Columbia,  Tuesday,  10/29/96-Department  of  Health 
and  Environmental  Control,  Peeples  Auditorium 

• Aiken,  Wednesday,  1 1/6/96-Aiken  Technical 
College,  Amphitheater,  Room  736 

•Rock  Hill,  Wednesday,  1 1/13/96-Oakland 
Presbyterian  Church,  Fellowship  Hall  O 
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Communication  Skills  for  the  Medical  Professional,  October  10, 1996:  As  managed  care  becomes  more  and  more 
prevalent,  physicians  are  not  only  accountable  for  the  quality  of  care  they  provide,  but  for  their  rapport  with  their 
patients  and  practice  efficiency.  To  ensure  a smoothly  run  practice,  it  is  essential  to  communicate  effectively  with 
each  other.  In  this  skills-building  seminar,  you  will  increase  awareness  of  patient’s  needs  as  well  as  your  effectiveness 
in  your  personal  communication  style  with  others,  including  how  to  handle  criticism  and  compliments,  how  to  dif- 
fuse anger  and  to  disagree  diplomatically,  interview  skills,  and  much  more!  This  seminar  will  he  held  at  the  Sher- 
aton Hotel  and  Conference  Center  in  Columbia,  9:00  a.m.  -4:00  p.m.  The  last  day  to  register  is  September  26, 1996. 

CPT  Specialty  Coding  Round  Tables:  Can  your  coding  practices  stand  up  to  the  scrutiny  of  HCFA's  1996  com- 
puterized editing  system?  With  more  than  80,000  new  bundling  edits,  why  take  a chance?  Let  us  help  you  bring  your 
coding  knowledge  up-to-date  and  in  compliance  with  HCFA  guidelines.  Improved  coding  accuracy  will  benefit  you 
in  filing  claims  with  both  Medicare  and  commercial  carriers.  Strengthen  your  coding  knowledge  in  these  half-day 
courses  designed  specifically  for  your  specialty.  Each  workshop  will  be  held  at  the  Sheraton  Hotel  and  Conference 
Center  in  Columbia.  Be  sure  to  register  before  September  30, 1996  to  reserve  your  space. 

October  lg,  October  16. 1996 

Medical  Specialties  — 9:00  a.m.  -12:00  p.m.  OB/GYN  — 9:00  a.m.  - 12:00  p.m. 

Surgical  Specialties — 1:00  p.m.  -4:00  p.m.  Anesthesiology — 1:00  p.m.  -4:00  p.m. 


REENGINEERING  THE  MEDICAL 
STAFF:  A GUIDE  TO  SIMPLIFYING 
OPERATIONS 

The  medical  staff  in  most  hospitals  are  organized  like  a 
large  bureaucracy.  Often  the  cumbersome  organization 
has  little  to  do  with  its  essential  functions.  Hugh  Greely, 
Chairman  of  the  Greely  Company,  and  William  R.  Fifer, 
MD,  FA  CP,  President  of  Clayton  Fifer  Associates,  will 
present  a four-hour  session  at  the  16th  Annual  Confer- 
ence for  Trustees,  Administrators  & Physicians  (TAP), 
September  26-28,  1996,  at  the  Hyatt  Regency,  Hilton 
Head,  SC.  For  information  on  registration  for  the  TAP 
conference,  please  contact  the  South  Carolina  Hospital 
Association  at  (803)  796-3080.  □ 

WOMEN  IN  MEDICINE  MONTH 

September  marks  the  kick-off  of  the  American  Medical 
Association’s  (AMA)  sixth  annual  Women  in  Medicine 
Month  celebration  themed,  “Women  in  Medicine:  Part- 


ners in  the  Profession.”  This  campaign  will  focus  atten- 
tion on  obstacles  that  still  hinder  women  in  the  profes- 
sion, including  the  income  gender  gap  and  the  complexity 
of  balancing  professional  and  family  responsibilities. 

The  number  of  women  in  medicine  has  skyrocketed, 
increasing  more  than  435  percent  since  1970.  In  recog- 
nition of  this  dramatic  growth  in  both  the  number  and 
influence  of  women  physicians,  the  AMA  has  designated 
September  as  “Women  in  Medicine  Month.”  □ 

HkGIFT  OF  LIFE  TRUST  FUND 
HOMEPAGE 

v 

The  Gift  of  Life  Trust  Fund  has  a homepage  on  the  Inter- 
net; however,  it  is  subject  to  change  and  modification. 
Larry  F.  McManus,  MD,  would  appreciate  any  comments 
you  may  have  concerning  the  homepage.  You  may  view 
the  homepage  at  http:/Avww.midnet.sc.edu./gift/gift.htm. 
Please  e-mail  your  comments  to  Dr.  McManus  at  larry- 
mcmanus-md-gift-of-life@worldnet.att.net.  □ 


MARK  YOUR  CALENDARS  NOW! 

The  South  Carolina  Medical  Association’s  Annual  Meeting  and  Scientific  Assembly  is  scheduled  for  May  1-4, 1997, 
at  the  Charleston  Place  Hotel,  Charleston,  South  Carolina. 
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CAPSULES 

The  South  Carolina  Chapter  of  the  American  Academy  of  Pediatrics  presented  awards  to  the  following 
physicians:  Frank  P.  Bowyers,  III,  MD , of  Columbia,  received  the  American  Academy  of  Pediatrics  President’s 
Award  for  his  outstanding  service  to  the  chapter,  its  activities,  and  the  children  of  the  state.  O.  Marion  Burton, 
MD,  of  Columbia,  received  the  American  Academy  of  Pediatrics  Achievement  Award  for  his  leadership  in  the 
Community  Access  to  Child  Health  Program  and  the  development  of  partnerships  in  South  Carolina.  Jack  W. 
Rhodes,  MD,  of  Charleston,  received  the  1996  Career  Achievement  Award  for  his  superior  accomplishments  in 
the  field  of  medicine. 

Dina  V.  Grice,  MD,  of  Columbia,  has  been  reappointed  by  the  American  Medical  Association  (AMA)  Board  of 
Trustees  to  serve  another  one-year  term  on  the  AMA  Advisory  Panel  on  Women  Physician  Issues. 


PROMOTION  OF  APPLICATIONS  FOR  RESEARCH  GRANTS 


Grant-in- Aid  and  Fellowship  applications  are  now  avail- 
able from  the  American  Heart  Association,  South  Car- 
olina Affiliate,  Inc.,  with  a deadline  of  December  2, 1996, 
for  submission  to  the  Association’s  Research  Commit- 
tee. Information  and  application  forms  may  be  obtained 
from  the  American  Heart  Association,  South  Carolina 
Affiliate,  Inc.,  P.O.  Box  6604,  Columbia,  SC  29260. 
Applications  are  also  available  on  disk  and  via  Internet 
(http://www.amhrt.org).  Awards  are  activated  beginning 
July  1,  1997. 

General  requirements  are  that  applicants  must  have 


advanced  degrees  and  contemplate  significant  basic  or 
cardiovascular  research  in  a non-profit  institution  with 
adequate  facilities  for  their  work.  Participation  by  women 
and  minority  candidates  is  encouraged.  This  research  pro- 
gram is  separate  from  that  of  the  American  Heart  Asso- 
ciation National  Center. 

More  information  can  be  obtained  by  contacting  the 
Grants  and  Contractor  Officer  in  your  respective  uni- 
versity or  the  Director  of  Healthcare  Site  and  Professional 
Sen’ ices  at  the  American  Heart  Association,  South  Car- 
olina Affiliate  Office,  (803)  738-9540.  □ 


PRESIDENT  CLINTON  SIGNS  HEALTH  INSURANCE 
PORTABILITY  AND  ACCOUNTABILITY  ACT  OF  1996 

Highlights  of  the  health  insurance  bill  signed  by  President  Clinton  on  August  21,  1996  include: 

Workers  who  change  jobs  will  be  guaranteed  eligibility  for  insurance  coverage  in  their  new  jobs. 

Workers  cannot  be  denied  coverage  by  their  employer’s  insurer  for  more  than  one  year  because  of  a pre- 
existing condition.  This  applies  to  all  employer-based  health  coverage  including  those  where  the  employ- 
er is  the  insurer.  Premiums  must  be  the  same  regardless  of  an  employee's  health  condition. 

A four-year  pilot  program  will  create  up  to  750,000  tax-free  medical  savings  accounts  for  workers  in  busi- 
nesses with  fewer  than  50  employees.  The  accounts  will  allow  individuals  and  families  to  purchase  high- 
deductible  insurance  policies  and  use  tax-free  savings  to  pay  other  medical  bills. 

Insurance  for  long-term  care  will  be  deductible. 

Health  insurance  tax  deductions  for  the  self-employed  will  increase  from  30  percent  to  80  percent  by  2006. 
People  with  terminal  illness  can  draw  on  life  insurance  without  a tax  penalty. 

A Penalties  for  Medicare  and  Medicaid  fraud  are  increased  and  new  laws  are  created  to  cover  health  care  fraud. 

The  bill  takes  effect  July  1,  1997. 


ATTITUDES  TOWARD  ASSISTED  SUICIDE  AND 
EUTHANASIA  AMONG  PHYSICIANS  IN  SOUTH 
CAROLINA* 

GEORGE  E.  DICKINSON,  Ph.  D.** 

CAROL  J.  LANCASTER,  Ph.  D. 

EDWARD  D.  SUMNER,  Ph.  D. 

JONATHAN  S.  COHEN,  M.  D.,  M.  P.  H. 


Decisions  concerning  when,  where  and  how 
patients  should  die  have  surfaced  in  the 
health  professions  in  recent  years.  Patients 
and  their  families  are  today,  however, 
demanding  increasing  control  over  their 
health  care  and  finalization  of  life.  A desire 
for  more  personal  control  reflects  the  trend  in 
Western  society.  Sociologist  Kathy  Charmaz' 
claims  that  this  emphasis  on  control  of  per- 
sonal existence  “pervades  American  life.” 
Yet.  the  rapid  development  of  technology  has 
threatened  individuals’  sense  of  control.2 
While  new  technologies  have  made  it  possi- 
ble to  sustain  life  longer,  patients  often  have 
limited  say  in  initiating  or  withdrawing  these 
complex  treatments.  If  an  individual,  for 
example,  is  in  very  bad  health,  has  a poor 
medical  prognosis,  and  desires  to  die,  should 
the  medical  profession  have  the  option  of 
assisting  that  individual  with  death? 

Both  the  U.  S.  medical  ethics  literature  and 
U.  S.  medical  associations  have  traditionally 
condemned  physician-assisted  death.3  In 
1973,  the  House  of  Delegates  of  the  AM  A 
endorsed  the  position  that  the  intentional  ter- 
mination of  life  is  contrary  to  standards  of  the 
medical  profession  and  the  policy  of  the 
AMA.4  More  recently,  the  AMA  Council  on 
Ethical  and  Judicial  Affairs  affirmed  opposi- 


*From the  Department  of  Sociology  and  Anthropology, 
College  of  Charleston  (Dr.  Dickinson),  Medical 
University  of  South  Carolina,  Charleston  (Drs. 
Lancaster  and  Sumner);  and  the  Minneapolis  Veterans 
Affairs  Medical  Center  (Dr.  Cohen). 

**Address  correspondence  to  Dr.  Dickinson  at  the 
Department  of  Sociology  and  Anthropology,  College  of 
Charleston.  66  George  Street,  Charleston,  SC  29424. 


tion  to  physician-assisted  death  by  stating 
that,  although  life-prolonging  medical  treat- 
ment may  be  withheld,  “the  physician  should 
not  intentionally  cause  death.”5  In  addition, 
the  American  Geriatrics  Society71  has  stated 
that  physicians  should  not  provide  interven- 
tions that  will  intentionally  cause  the  death  of 
patients. 

Despite  opposition,  however,  Nancy  Jecker3 
notes  that  physician-assisted  death  is  begin- 
ning to  gain  more  acceptance  among  health 
professionals.  For  example,  few  people  pub- 
licly criticized  the  1991  case  in  which  Dr. 
Timothy  Quill  assisted  "Diane”  in  ending  her 
life.  Also,  public  opinion  on  the  topic  of 
physician-assisted  suicide  is  becoming  more 
acceptable.  In  1950,  only  34  percent  of  people 
in  the  United  States  supported  active  euthana- 
sia of  incurably  ill  patients  if  they  and  their 
families  requested  it.7  By  1991,  however,  63 
percent  of  the  U.  S.  population  supported 
active  euthanasia  and  a majority  (64  percent) 
favored  allowing  physician-assisted  suicide.7 

Though  active  euthanasia  has  been  high- 
lighted in  the  1990s,  physicians’  views  on  this 
topic  are  less  well  known.  Mixed  results  are 
reported  in  the  literature.  A comprehensive 
survey  in  1993  of  938  Washington  physicians 
indicated  that  they  are  polarized.  A slight 
majority  favors  legalizing  physician-assisted 
suicide  and  euthanasia  in  at  least  some  situa- 
tions, but  most  would  be  unwilling  to  partici- 
pate in  these  practices  themselves.8  Another 
survey17  of  727  geriatricians  on  their  attitudes 
toward  assisted  suicide  among  dementia 
patients  found  that  21  percent  would  consider 
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assisting  in  the  suicides  of  competent,  non- 
depressed  dementia  patients.  However, 
according  to  Koenig,10  evidence  of  increasing 
support  within  the  medical  community  for 
physician-assisted  suicide  comes  from  a 
recent  decision  by  Michigan  physicians  to 
reverse  their  stand  against  the  practice,  pre- 
ferring that  it  not  be  considered  a felony.  Our 
purpose  was  to  survey  physicians  in  South 
Carolina  to  determine  their  attitudes  toward 
this  subject. 

METHODS 

Respondents:  Our  sample  was  drawn  through 
the  South  Carolina  Office  of  Research  and 
Statistics  in  Columbia,  S.  C.  All  potential 
respondents  were  currently  licensed  in  South 
Carolina;  retired  physicians  were  excluded. 
We  included  all  oncologists  (N=68)  and 
hematologists  (N=51)  and  randomly  selected 
250  physicians  from  each  of  the  following 
fields:  general  internal  medicine,  family  prac- 
tice, psychiatry,  and  general  surgery.  The 
final  sample  totaled  1,119  physicians  . 

Questionnaire : Our  questionnaire  was  an 
abbreviated  version  of  the  1993  Washington 
state  questionnaire.  We  sought  information 
about  the  characteristics  of  the  respondents, 
their  attitudes  toward  assisted  suicide  and 
euthanasia,  their  opinions  of  possible  legal- 
ization related  to  these  practices,  their  will- 
ingness to  participate  in  assisted  suicide  or 
euthanasia,  the  reasons  for  their  positions, 
and  their  views  about  safeguards  or  restric- 
tions that  might  be  part  of  any  legislation 
governing  assisted  suicide  or  euthanasia. 

To  avoid  ambiguity,  we  did  not  use  the 
terms  “assisted  suicide’"  and  “euthanasia"  in 
the  survey.  Instead,  for  “physician  assisted 
suicide”  we  used  “prescription  of  medication 
or  the  counseling  of  an  ill  patient  so  he/she 
may  use  an  overdose  to  end  his/her  own  life.” 
For  “euthanasia”  we  used  the  phrase  "deliber- 
ate administration  of  an  overdose  of  medica- 
tion to  an  ill  patient  at  her/his  request  with  the 
primary  intent  to  end  her/his  life.”  For  sim- 
plicity, the  terms  “assisted  suicide  and 


euthanasia”  are  used  to  report  our  findings. 

Surveys  were  mailed  to  physicians  in  the 
designated  sample  in  January  1995.  Question- 
naires were  coded  to  identify  non-respon- 
dents for  a follow-up  mailing  in  February 
1995. 

Statistical  Analysis:  For  each  common  sur- 
vey item,  we  computed  the  frequency  distri- 
bution. We  used  logistic  regression  to  investi- 
gate the  effects  of  sex  and  practice  character- 
istics (independent  variables)  on  attitudes 
toward  euthanasia  and  physician-assisted  sui- 
cide. To  compare  specialties,  internal 
medicine  was  used  as  the  reference  category. 
Results  at  p < 0.05  were  considered  statisti- 
cally significant. 

To  determine  which  medical  conditions 
were  considered  by  physicians  to  create  a sit- 
uation in  which  euthanasia  or  assisted  suicide 
might  be  appropriate,  we  analyzed  separately 
the  replies  of  physicians  who  believed  that 
both  euthanasia  and  assisted  suicide  are 
sometimes  ethical.  To  investigate  which  spe- 
cific safeguards  and  restrictions  physicians 
considered  important,  we  analyzed  separately 
the  responses  of  physicians  who  supported 
legalizing  both  euthanasia  and  assisted  sui- 
cide. 

RESULTS 

Of  the  1,119  South  Carolina  physicians  sur- 
veyed, 35  were  found  to  be  ineligible  because 
of  address  changes  or  not  currently  practicing 
in  South  Carolina.  Of  the  remaining  1,084, 
587  (54  percent)  completed  surveys.  The 
mean  number  of  terminally-ill  patients  seen 
in  the  previous  month  was  11.  The  averages 
ranged  from  two  for  psychiatrists  to  35  for 
hematologists  and  oncologists.  Forty-one  per- 
cent of  the  respondents  were  affiliated  with  a 
student,  residency,  or  fellowship  training  pro- 
gram: the  range  was  from  two  percent  for 
family  medicine  to  56  percent  for  hematolo- 
gists and  oncologists.  Average  age  of  the 
physicians  was  47  years.  Male  to  female 
physician  composition  was  86  to  14. 

Attitudes  toward  Assisted  Suicide  and 
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Figure  1.  South  Carolina  Physicians’  Responses  by  Medical  Specialty  Regarding  Six  Statements  About 
Attitudes  Toward  Euthanasia  and  Assisted  Suicide. 

The  values  shown  are  the  mean  and  95  percent  confidence  interval.  The  values  correspond  to  the  agreement 
with  each  of  the  paraphrased  items  from  the  survey  with  l=strongly  agree,  3=neutral  and  5=strongly  disagree. 
Using  a t-test,  the  mean  response  of  each  item  for  each  specialty  was  compared  to  that  of  internal  medicine 
physicians.  The  + indicates  significance  at  p < .05  and  * indicates  significance  at  p < .01.  Hem/Onc  stands  for 
hematologists  and  oncologists. 


Euthanasia : Slightly  less  than  half  of  the 
respondents  (45  percent)  said  they  agreed 
with  the  statement  that  euthanasia  is  never 
ethically  justified.  A majority  (52  percent) 
thought  euthanasia  should  be  legal  in  some 
situations,  but  fewer  than  one-third  (29  per- 
cent) stated  that  they  would  be  willing  to  per- 
form euthanasia  themselves.  Slightly  more 
support  was  found  for  physician-assisted  sui- 
cide: 42  percent  of  respondents  agreed  with 
the  statement  that  assisted  suicide  is  never 
ethically  justified.  Approximately  half  (48 
percent)  thought  assisted  suicide  should  be 
legal  in  some  situations,  but  fewer  (33  per- 
cent) stated  a willingness  to  assist  a patient  in 
committing  suicide. 

Differences  Among  Groups  of  Physicians : 
Attitudes  toward  assisted  suicide  and 
euthanasia  varied  significantly  among  the 
specialties.  Psychiatrists  were  most  support- 


ive of  these  two  practices;  specialists  in  inter- 
nal medicine  were  least  supportive.  Using  the 
internal  medicine  physicians  as  a reference 
group,  the  psychiatrists  were  significantly  dif- 
ferent (pc. 01)  for  the  first  five  items  (see  Fig. 
1)  and  hematologists/oncologists  differed 
pc. 05)  for  the  statement  “There  are  some  sit- 
uations in  which  I would  be  willing  to  partici- 
pate in  euthanasia.” 

Reasons  for  Attitudes  toward  Assisted  Sui- 
cide and  Euthanasia:  The  reasons  physicians 
gave  for  their  attitudes  were  analyzed  by 
grouping  respondents  with  similar  positions 
on  both  euthanasia  and  assisted  suicide. 
Those  who  either  felt  differently  about  the 
two  forms  of  physician-assisted  dying  or 
were  neutral  toward  either  were  excluded. 
The  groups  were  about  equal  in  size  with  199 
respondents  saying  euthanasia  and  assisted 
suicide  were  sometimes  ethical  and  197  say- 
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ing  they  were  never  ethical.  Sixty-seven  per- 
cent of  the  respondents  who  agreed  that 
euthanasia  and  assisted  suicide  are  never  ethi- 
cally justified  stated  that  they  were  influenced 
by  religious  beliefs,  as  compared  with  26  per- 
cent of  the  respondents  who  disagreed  with 
those  statements.  Forty-five  percent  of  physi- 
cians who  opposed  euthanasia  and  assisted 
suicide  considered  those  practices  inconsis- 
tent with  the  physician's  role  in  relieving  pain 
and  suffering.  In  contrast,  93  percent  of  those 
who  believed  the  practices  to  be  ethical  con- 
sidered them  consistent  with  the  physician’s 
role.  Eighty-four  percent  of  those  who 
opposed  euthanasia  and  assisted  suicide  cited 
the  potential  for  abuse.  Ninety  percent  of 
those  who  supported  assisted  suicide  and 
euthanasia  said  that  patients’  rights  to  self- 
determination  should  be  respected. 

Situations  in  Which  Euthanasia  or  Assisted 
Suicide  May  Be  Appropriate : Of  the  physi- 
cians who  believed  that  there  are  some  situa- 
tions in  which  both  euthanasia  and  assisted 
suicide  should  be  legal  (N  = 250),  the  majori- 
ty agreed  on  several  issues.  About  half  of  the 
respondents  (46  percent)  thought  that  a hospi- 
tal ethics  committee  should  review  and  be  in 
accord  with  the  decision,  and  about  half  (58 
percent)  felt  that  pain  should  be  beyond  con- 
trol. On  the  other  hand,  less  than  one-third 
(27  percent)  believed  that  hastening  death 
should  be  restricted  to  the  adult  population, 
and  less  than  one-fourth  (23  percent)  felt  that 
if  the  patient  has  adequate  pain  control  and 
quality  of  life,  but  external  factors  lead  to  a 
request  to  end  his/her  life,  a fatal  overdose 
may  still  be  appropriate. 

DISCUSSION 

Physicians  in  South  Carolina  have  sharply 
polarized  attitudes  toward  assisted  suicide 
and  euthanasia,  reflecting  the  sharp  divisions 
among  recent  voters  in  Washington,  Califor- 
nia, and  Oregon.  Less  than  15  percent  of 
responding  physicians  stated  that  they  were 
neutral  on  the  questions  of  euthanasia  and 
assisted  suicide.  Only  a minority  of  physi- 
cians expressed  a willingness  to  participate  in 


assisted  suicide  or  euthanasia.  Legalization  of 
euthanasia  was  favored  by  a slight  majority, 
and  legalization  of  assisted  suicide  was 
favored  by  slightly  less  than  half.  Of  those 
physicians  who  believe  that  assisted  suicide 
and  euthanasia  are  never  ethically  justified, 
the  majority  state  that  their  overall  position  is 
influenced  by  their  religion  (67  percent). 

Wide  variations  existed  in  the  responses 
according  to  specialty.  Specialists  in  internal 
medicine  ranked  third  in  exposure  to  termi- 
nally-ill  patients  and  were  the  strongest  oppo- 
nents. Psychiatrists,  who  had  the  least  contact 
with  terminally-ill  patients,  were  the  strongest 
proponents  of  the  two  practices.  Perhaps  the 
more  removed  from  the  actual  situation  the 
physician  is,  the  easier  it  is  to  support  such 
action. 

If  the  polarized  attitudes  of  South  Carolina 
physicians  are  anywhere  near  exemplary  of 
other  physicians,  it  will  be  difficult  to  formu- 
late and  implement  laws  and  policies  con- 
cerning assisted  suicide  and  euthanasia.  This 
issue  is  currently  a “close  call”  among  physi- 
cians and  the  general  population,  as  noted  by 
the  very  close,  though  favorable,  vote  in  Ore- 
gon— only  to  then  have  the  outcome  tied  up 
in  the  courts  by  a legal  challenge.  To  receive 
support  from  a large  number  of  physicians, 
legislation  permitting  assisted  suicide  or 
euthanasia  would  have  to  contain  ample  safe- 
guards. 

Although  many  physicians  expressed  oppo- 
sition to  legalization,  such  opposition  should 
not  automatically  be  equated  with  opposition 
to  euthanasia  and  physician-assisted  suicide. 
Such  a response  could  be  interpreted  as  a 
preference  for  dealing  with  these  matters  on  a 
case-by-case  basis,  within  the  confines  of  the 
patient-family  physician  relationship,  and 
away  from  the  arena  of  public  policy,  regula- 
tion, and  legislation.  Acknowledging  the 
growing  public  acceptance  of  euthanasia  and 
physician-assisted  suicide,  physicians  may  be 
making  the  tactical  decision  that  they  can 
deal  with  this  more  effectively  without  rather 
than  with  a settled  public  policy.  If  euthanasia 
and  physician-assisted  suicide  were  effective- 
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ly  decriminalized,  as  in  the  Netherlands,  these 
results  might  be  different. 

Of  South  Carolina  physicians  who  support- 
ed the  legalization  of  assisted  suicide  and 
euthanasia,  the  following  safeguards  were 
agreed  upon  by  the  majority:  patient  should 
be  mentally  competent,  life  expectancy 
should  be  less  than  six  months,  pain  should 
be  beyond  control,  patient  could  have  ade- 
quate pain  control  but  a poor  quality  of  life, 
physician  should  have  an  established  relation- 
ship with  the  patient,  patient’s  immediate 
family  should  be  in  accord  with  the  decision, 
two  physicians  should  be  in  accord  with  the 
decision,  and  there  should  be  a specified 
waiting  period  between  when  a patient 
requests  death  and  when  such  a request  is 
granted. 

With  wide  public  interest  in  assisted  suicide 
and  euthanasia,  physicians  should  work  to 
improve  the  care  of  terminally-ill  patients. 
Perhaps  the  “caring”  could  begin  with  medi- 
cal students.  Medical  schools  have  tradition- 
ally not  allocated  much  time  and  effort  to 
helping  students  relate  to  terminally-ill 
patients  and  their  families.  Physicians  receive 
limited  training  in  learning  to  communicate 
easily  with  patients,  and  at  no  time  are  some 
physicians’  difficulties  with  communication 
more  pronounced  than  when  they  are  dealing 
with  those  who  are  dying.  Medical  educators 
need  to  recognize  that  practitioners  may  not 
sufficiently  understand  or  value  the  patient’s 
role  in  medical  decision  making  or  may  be 
unwilling  to  relinquish  control  of  the  deci- 


sion-making process.  More  effective  control 
of  pain  and  other  symptoms,  in  addition  to 
further  development  of  hospices  and  similar 
programs  for  terminally-ill  patients,  should  be 
included  in  the  efforts  to  improve  care  for  the 
very  sick.  In  the  end,  both  the  patient  and  the 
physician  will  be  the  beneficiary.  □ 
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Editorials 

AN TIRETROVIAL  THERAPY  IN  MID-1996 


Only  a year  ago  we  reviewed  in  The  Journal 
the  management  ol'  infection  and  disease  due 
to  the  human  immunodeficiency  virus  (HIV) 
and  the  acquired  immunodeficiency  syn- 
drome (AIDS).1  The  section  dealing  with 
antiretroviral  treatment  is  now  outdated.  Last 
month’s  editorial  (“Hit  Early,  Hit  Hard”)  out- 
lines some  of  the  major  advances  in  antiretro- 
viral treatment  during  late  1995  and  early 
1996.  Recent  published  recommendations  for 
therapy  of  HIV  infection  coincided  with  the 
XI  International  Conference  on  AIDS  in  Van- 
couver, July  7-12,  1996.  In  this  editorial  we 
summarize  and  discuss  briefly  the  new  treat- 
ment guidelines  for  practicing  physicians. 

WHEN  TO  START  THERAPY 

As  shown  in  Table  1,  the  new  recommenda- 
tions take  into  account  symptoms,  the  CD4 
lymphocyte  counts,  and — for  asymptomatic 
patients  with  CD4  counts  above  500/cmm — 
an  assay  for  viral  load.  Viral  load  is  measured 
as  HIV  RNA  copies  per  ml  of  plasma  using 
the  polymerase  chain  reaction  (PCR)  or 

4 

equivalent  assay.  This  measurement,  request- 


ed as  “quantitative  HIV  RNA  by  PCR,”  is 
quite  expensive.  However,  it  has  already  been 
shown  to  be  a superior  and  independent  pre- 
dictor of  progression  to  AIDS  and  the  timing 
of  death  compared  to  CD4  lymphocyte 
count. 

WHICH  DRUGS  TO  USE 

The  recommendations  for  initial  therapy 
(Table  2)  are  those  of  an  international  panel 
and  apply  to  drugs  available  in  mid- 1 996. 
These  include  five  reverse  transcriptase 
inhibitors  (RT)  and  three  protease  inhibitors 
( PI).  Note  the  abbreviations  for  these  drugs 
in  the  footnote  to  Table  2.  Zidovudine  (AZT) 
monotherapy  is  no  longer  recommended 
because  its  antiviral  effect  is  relatively  tran- 
sient due  to  the  development  of  resistance.  An 
exception  is  the  vertical  transmission  (mother 
to  child)  due  to  the  proven  prophylactic  effect 
of  AZT  alone  and  its  apparent  lack  of  terato- 
genicity. 

Optimum  choice  among  the  protease 
inhibitors  is  evolving.  Saquinavir  (SQV)  has 
limited  bioavailability  and  antiviral  potency 


Table  1.  When  to  Start  Treatment  for  HIV  Disease 


Clinical  Status 

CD4  Count 

HIV  RNA/ml  copies 

Treatment 

Symptomatic 

Disease* 

Any 

Any 

Yes 

Asymptomatic 

< 500 

Any 

Yes 

Asymptomatic 

> 500 

> 30,000 

Yes 

> 500 

> 5,000 

Consider 

* The  presence  of  any  of  the  following:  recurrent  mucosal  candidiasis,  oral  hairy  leukoplakia, 
unexplained  fever,  night  sweats,  and  involuntary  weight  loss 

Modified  after  reference  3 
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Table  2.  Recommendations  for  Initial  Therapy 


RT  Inhibitors* 

Protease  Inhibitors,  PI** 

AZT/ddI,  or 

IND,  or 

) Added  to  one  of  the  RT 

AZT/ddC,  or 

RIT,  or 

>■  regimens  for  patients 

AZT/3TC,  or 

SQV 

at  higher  risk 

ddl  monotherapy 

of  progression 

* AZT  = zidovudine,  ddl  = didanosine,  ddC  = zalcitabine,  3TC  = lamivudine 
(d4T  = stavudine,  see  Table  3) 

**  IND  = indinavir,  RIT  = ritonavir,  SQV  = saquinavir 


Modified  after  reference  3 

in  its  current  and  original  formulation.  For 
initial  therapy,  one  protease  inhibitor  may  be 
added  to  patients  at  higher  risk  who  are 
asymptomatic,  or  who  have  lower  and  falling 
CD4  counts  associated  with  high  plasma  HIV 
RNA  levels.3 

Indinavir  (IND)  and  ritonavir  (RIT)  are 
equally  potent,  but  the  latter  drug  produces 
more  side  effects  (gastrointestinal  distur- 
bance. liver  toxicity,  circumoral  paresthesia). 
Ritonavir  is  also  an  efficient  inhibitor  of  the 
hepatic  cytochrome  P450  enzyme  system, 
hence,  the  many  incompatibilities  with 
diverse  drugs.*1  Indinavir  induces  nausea  and 
vomiting  in  almost  one-third  of  recipients.' 
Indinavir  is  the  only  protease  inhibitor  that  is 
preferentially  taken  in  the  fasting  state,  half 
an  hour  to  one  hour  before  food,  or  more  than 
two  and  one  half  hours  after  food.  In  case  of 
persisting  nausea  and  vomiting,  taking  the 
drugs  with  a light  non-fatty  meal  may  be  a 
practical  solution.  Up  to  four  percent  of 
patients  receiving  indinavir  develop  a self- 
limited nephrolithiasis  due  to  tubular  crystal- 
lization of  the  drug.  Hyperbilirubinemia 
occurs  in  a few  patients  and  is  mainly  a labo- 
ratory abnormality.7  Due  to  the  high  potency 
and  reasonable  tolerability  of  indinavir,  it  was 
the  protease  inhibitor  recommended  for 
chemoprophylaxis  after  occupational  expo- 
sure to  HIV.28  Some  authorities  would  recom- 
mend saquinavir  for  this  purpose,  however, 
because  it  is  much  easier  to  take. 


The  molecular  biology  underlying  the 
development  of  HIV  resistance  to  the  antivi- 
ral drugs,  particularly  the  protease  inhibitors, 
is  complex  but  has  practical  implications. 
Non-compliance  strongly  promotes  drug- 
resistance.  This  is  especially  the  case  with  the 
protease  inhibitors.  Ritonavir  and  indinavir 
tend  to  select  mutations  with  cross  resistance 
to  each  other.  Most  mutations  selected  by 
saquinavir,  on  the  other  hand,  do  not  seem  to 
confer  cross  resistance  to  the  other  drugs.3 

Another  aspect  influencing  the  develop- 
ment of  resistance  is  the  potency  of  an  antivi- 
ral drug.  The  protease  inhibitors  indinavir  and 
ritonavir  reduce  the  viral  load  by  99  percent 
and  more.6-'  By  the  strong  inhibition  of  viral 
replication,  mutations  leading  to  the  selective 
survival  of  resistant  HIV  are  also  reduced  in 
frequency. 

With  respect  to  genetic  changes  affecting 
the  reverse  transcriptase  gene  of  HIV.  particu- 
lar sequential  mutations  to  resistance  can 
actually  enhance  AZT  sensitivity.  A mutation 
induced  by  lamivudine  (3TC) — known  as 
codon  184  mutation — results  in  a more  sus- 
ceptible strain  of  HIV  by  overcoming  a codon 
215  mutation  which  conferred  AZT  resis- 
tance in  the  first  place.  Thus,  combination 
therapy  with  AZT  and  3TC  showed  a sus- 
tained antiviral  effect  for  at  least  12  months.9 
On  the  other  hand,  cross-resistance  between 
3TC.  ddl.  and  ddC  may  result  from  mutations 
affecting  codon  184. 3 The  combination  of 
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Table  3.  Selected  Options  for  Changing  Therapy 


INITIAL  REGIMEN 

SUBSEQUENT  OPTIONS 

Treatment  Failure 

AZT 

AZT/ddI  ± PI 
AZT,  3TC  ± PI 
ddI/d4T  ± PI 

ddl 

AZT/3TC 

AZT/ddl/PI 

d4T/PI 

AZT/ddI 

AZT/3TC  ± PI 
d4T/PI 

AZT/ddC 

AZT/3TC  ± PI 

ddI/d4T/PI 

d4T/PI 

AZT/3TC 

ddl/PI 

d4T/PI 

ddI/d4T 

Drug  Intolerance 

AZT 

ddl 

ddI/d4T 

d4T 

ddl 

AZT/3TC 

d4T/PI 

AZT/ddC 

(intolerance  to  AZT) 

ddl/PI 

ddI/d4T 

d4T/PI 

AZT/ddC 

(intolerance  to  ddC) 

AZT/3TC  ± PI 

AZT/3TC 

ddl/PI 

d4T/PI 

ddI/d4T 

For  abbreviations  see  Table  1 
Modified  after  reference  3. 
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these  drugs,  therefore,  appears  suboptimal  for 
initial  therapy. 

WHEN  TO  CHANGE  DRUGS:  RATIO- 
NALE AND  OPTIONS 

There  are  several  reasons  to  change  therapy, 
the  first  of  which  is  treatment  failure.  The 
emergence  of  drug-resistant  HIV  leads  to 
immunologic  depletion  and  disease  progres- 
sion. Treatment  failure  may  be  shown  by 
increases  in  viral  load,  decreases  in  the  CD4 
cell  count,  and/or  systemic  illness  (fever, 
weight  loss,  opportunistic  infections).  The 
plasma  HIV  viral  level  should — ideally  and 
again  noting  that  this  is  an  expensive  test — be 
determined  three  to  four  weeks  after  starting 
or  changing  therapy,  followed  by  subsequent 
assays  on  the  same  schedule  as  that  for  CD4 
cell  counts — at  three  to  six  month  intervals.4 

A second  reason  to  change  therapy  consists 
of  toxicity,  intolerance,  or  non-compliance  to 
treatment.  A third  reason  consists  of  prior  use 
of  a suboptimal  regimen,  such  as  AZT  alone. 
Some  options  for  continued  treatment  after  a 
failed  regimen  or  drug  intolerance  are  shown 
in  Table  3. 3 Note  that  AZT/ddC  is  an  accept- 
able initial  regimen  (Table  2)  but  is  not  an 
acceptable  option  for  later  combination  thera- 
py due  to  the  lack  of  efficacy  in  that  context. 
In  the  event  of  treatment  failure,  new  drug 
combinations  are  preferred.  When  the  initial 
regimen  has  included  a protease  inhibitor,  one 
should  select  at  least  two  new  reverse  tran- 
scriptase inhibitors  and  a protease  inhibitor 
with  no  theoretical  cross  resistance  to  the  first 
one. 

Examples  of  suboptimal  choices  for  therapy 
include  the  following: 

(1)  Combined  use  of  AZT  and  d4T  may 
decrease  the  antiviral  effect  of  either  drug, 
because  they  both  require  cellular  phos- 
phorylation for  activity. 

(2)  Combined  use  of  d4T  and  ddC  may  cause 
an  additive  peripheral  neuropathy. 


(3)  Combined  use  of  ddl  and  ddC  may  cause 
an  additive  risk  of  pancreatitis. 

Finally,  some  special  situations  arise  for  the 
treatment  of  primary  infection  (that  is,  the 
acute  retroviral  syndrome);  for  post-exposure 
prophylaxis;  and  for  prevention  of  vertical 
(mother-to-child)  transmission.3-8 

In  summary,  recommendations  for  therapy 
of  HIV  disease  have  changed  dramatically. 
They  will  make  treatment  more  effective  but 
also  more  complicated  and  more  expensive. 
In  next  month’s  issue,  new  strategies  for  post- 
exposure prophylaxis  will  be  explored  fur- 
ther. 

Bosko  Postic,  M.  D. 

Charles  S.  Bryan,  M.  D. 

Department  of  Medicine 
2 Richland  Medical  Park 
Columbia,  SC  29203 

REFERENCES 

1.  Postic  B,  Green  PA,  Bryan  CS:  Infection  and  dis- 
ease due  to  human  immunodeficiency  virus  and  the 
acquired  immunodeficiency  syndrome.  J SC  Med 
Assoc  91:  371-388,  1995. 

2.  Bryan  CS:  Hit  early,  hit  hard:  New  strategies  for 
HIV  (editorial).  J SC  Med  Assoc  91:  361-363,  1996. 

3.  Carpenter  CJ,  Fischl  MA,  Hammer  SM,  et  al.: 
Antiretroviral  therapy  of  HIV  infection  for  1996. 
Recommendations  of  an  international  panel.  JAMA 
276:  146-154,  1996. 

4.  Saag  MS,  Holodniy  M,  Kuritzkes  DR.  et  al.:  HIV 
viral  load  markers  in  clinical  practice.  Nature 
Medicine  2:  625-629.  1996. 

5.  Mellors  JW,  Rinaldo  CR  Jr,  Gupta  P,  et  al.:  Progno- 
sis in  HIV-1  infection  predicted  by  the  quantity  of 
virus  in  the  plasma.  Science  272:  1 167-1170,  1996. 

6.  Abbott  Laboratories,  Norvir  (ritonivir)  product 
information,  1966. 

7.  Merck  & Co.,  Crixivan  (indinavir  sulfate)  product 
information,  1966. 

8.  Centers  for  Disease  Control:  Update:  Provisional 
Public  Health  Service  recommendations  for  chemo- 
prophylaxis after  occupational  exposue  to  HIV. 
MMWR4:  468-471,  1996. 

9.  Eron  JJ,  Benoit  SL,  Jemsek  J,  et  al.:  Treatment  with 
lamivudine,  zidovudine,  or  both  in  HIV-positive 
patients  with  200  to  0 CD4  cells  per  cubic  milliliter. 
N Engl  J Med  333:  1662-1669,  1995. 


September  1996 


403 


Letters  to  tlje  Editor 


To  (he  Editor: 

llovv  To  Tell  Your  Brain  When 
a Transplant  Has  Arrived 

I watched  my  white  heartbeats  tread  across 
a suspended  screen,  listening  to  three  nurses 
discuss  tomato  plants. 

My  cheery  minister  arrived  brandishing  a 
list  of  sick  brethern. 

“We  can  talk  about  pig  valves  and  goat  liv- 
ers when  you’re  feeling  better,  Henry.  What  I 
saw  was  two  tiny  lumps  taken  from  a selec- 
tively-reduced, one-half  pound  fetus.  Her 


cells  might  grow  into  your  rumpled  brain  to 
stop  the  tremor.  She  just  happened  to  be  clos- 
er than  her  three  sisters. 

How  long  had  she  been  in  front?  Two 
hours?  Two  weeks? 

Her  minister  and  I precisely  blessed  two, 
greasy,  floating  globs  that  were  then  shoved 
through  your  college  education. 

Would  I bless  your  metallic  left  hip? 
Maybe,  next  week.” 

Edward  V.  Spudis.  M.  D. 

1215  Yorkshire  Road 

Winston-Salem,  NC  27107 


When  your  wafting  room  looks  like  this, 
you  respond  to  a different  kind  of  call 

The  kind  that  makes  your  heartbeat 
quicken.  And  lets  you  stand  proud.  The 
call  of  duty. 

You  can  answer  America  s need,  today, 
as  a physician  and  an  officer  in  the  Air 
Force  Reserve.  No  matter  how  busy 
you  arc.  you  II  find  time  to  participate  No 
matter  how  full  your  life  is,  you'H  find  the 
adventure  amazing. 

Return  the  call  to  serve  your  country,  by 
catting  the  Reserve  office  nearest  you 
today.  We  H be  waiting 

25-601-0023 


MSGT  kl\l  DRUMt 
UKROvKSlIS 
105  Arthur  llr.  RM  112 
tftutann  \FR  SC  .H>dU-tk25 

Call  today' 

Sacramento  Calif.  1-800-2S3-6189 
Atlanta.  Ga  t-800824-5293 
Austin  Texas  l -800833-088 
Youngstown.  Ohw  1-800246-8096 
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Cm  the  Coven 


THE  COLUMBIA  HOSPITAL 

On  May  24.  1 892.  at  a meeting  of  the  Unit- 
ed King’s  Daughters  of  Columbia,  Mrs. 
David  R.  Flenniken  proposed  that  the  group 
work  toward  the  founding  of  a general  hospi- 
tal. Although  their  treasury  contained  only 
the  modest  sum  of  “$6  or  $12.”  within  four 
months,  land  had  been  leased  and  a charter 
granted.  On  May  3 of  the  following  year  the 
cornerstone  was  laid. 

When  the  Columbia  Hospital  opened  its 
doors  in  November  of  1893,  it  was  not  over- 
whelmed with  patients.  Most  people  of  the 
day  believed  that  hospitals  were  where  one 
went  to  die,  and  those  who  could  afford  it 
were  treated  at  home.  Dr.  R.  W.  Gibbes,  in  an 
article  in  The  State  newspaper,  said,  “The  day 
is  not  far  distant  when  it  will  be  considered 
too  dangerous  and  unjust  to  the  patient  to 
operate  in  the  private  home.”  This  view  was 
gradually  accepted  and  the  hospital  flour- 
ished. In  1897  a Training  School  for  Nurses 
was  added,  and  in  1909,  the  entire  operation 
was  turned  over  to  a group  of  26  doctors.  It 


was  debt  free  with  money  in  the  bank. 

Success  was  short  lived.  In  1921  the  hospi- 
tal, deeply  in  debt,  was  turned  over  to  Rich- 
land County.  This  change  was  due.  in  part,  to 
the  observation  by  a contemporary  wag  that 
“The  physicians  were  not  gifted  in  manage- 
ment.” Since  that  time  Columbia  Hospital  has 
seen  much  growth  and  many  changes.  Fol- 
lowing one  of  the  major  renovations,  in  1933, 
the  first  patient  admitted  to  the  new  facility 
was  the  same  Mrs.  Flenniken  whose  dream 
had  made  the  hospital  a reality. 

In  the  1960s  Columbia  Hospital  was  the 
first  in  the  city  to  integrate  its  facilities.  By 
the  mid  ’60s  there  was  a need  for  a much 
larger  and  more  comprehensive  hospital.  In 
1972  a new  building  was  completed  and 
named  Richland  Memorial  Hospital.  It  carries 
on  the  proud  tradition  begun  over  100  years 
ago  by  a group  of  dedicated  Victorian  ladies. 

Betty  Newsom 

The  Waring  Historical  Library 
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Come  see  for  you  rself 
why  Jeremy  Cay  and 
The  Hammocks  are 
two  of  coastal  South 
Ca  rolina  s fastest 
selling  properties. 


Historic  Jeremy  Cay  at  Eclingsville  Beach 
offers  South  Carolina’s  most  beautiful  ocean- 
front  and  oceanview  homesites.  Dirt  roads 
wind  lazily  among  oaks,  palmettos,  and  tidal 
lagoons,  and  offer  residents  some  of  the 
most  majestic  scenery  ever. 

It  is  a place  of  seclusion 
and  natural  beauty,  where 
families  can  enjoy  the  creeks, 
marshes,  and  two  miles  of 
private  beach  that  surround 
this  pristine  island. 


The  Hammocks  at  Jeremy  Inlet  draws  its 
name  from  the  geographic  term  “hammock,” 
which  is  used  to  describe  an  area  higher  than 
its  surroundings,  characterized  by  rich  soil  and 
hardwood  vegetation.  Here,  gigantic  oaks  rise 
proudly  above  these  magnifi- 
cent homesites  and  tropical 
vegetation  enhances  the  spec- 
tacular views  of  the  marsh, 
creek,  and  ocean.  Individual 
dock  sites  and  controlled 
access  provide  added  value. 


Thu  Savage  Company  • One  Hammocks  Way,  Edisto  Island,  SC  29438 
(803)  869-1556  • 1-800-475-1556  • FAX:  (803)  869-1557 
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v LUXAR  LX-20SP  C02  laser  allows  the 
*erai  Practitioner.  Ophthalmologist.  Gastro- 
irologist.  Gynecologist  and  Podiatrist  to 
n tly  perform  a variety  of  common,  minimally 
/;  ive,  surgical  procedures  in  the  exam  room. 


The  characteristics  of  laser  energy 
induce  hemostasis,  minimize  edema, 
and  reduce  the  need  for  both 
anesthesia  and  sutures.  Physicians 


Quick  treatment  with  reduced  morbidity 
and  excellent  results  enhances  patient 
acceptance  and  patient  confidence, 
promoting  positive  word  of  mouth  referrals 
for  the  practice. 


jr  lining  the  advantages  of  laser 
esion  with  a familiar,  scalpel-like  feel, 

3 02  laser  provides  a quick  and 
is  to-use  modality  for  physicians 
eng  to  increase  patient  capabilities 
id  ervice  offered  to  patients. 

m LUXAR  LX-20SP  CO:  laser  can  be  used 
i leaf  the  following  conditions  in-office: 

Ci  metic  Skin  Resurfacing 
Rioharo plasty 
hknorrhoids 
\<P 

riser  Assisted  Uvuiopaiatopiasty) 

Hits 

Sli  Tags 


The  NovaPulse  laser's  second  generation  flexible 
fiber  with  patented  hollow  wave  guide  provides 
effortless  access  to  treatment  sites.  A selection 
of  lightweight  handpieces  with  interchangeable 
tips  allows  easy,  precise  direction  of  the  laser 
beam.  With  control  over  every  aspect  of  treatment, 
and  flexibility  suited  to  practitioner  and  patient, 
cosmetic  skin  resurfacing  with  the  NovaPulse 
superpulsed  C02  laser  is  an  attractive  new  option. 


and  patients  can  anticipate  a shortened 
procedure  with  less  post-operative 
discomfort  and  risk  of  complications, 
and  a more  comfortable  healing  course. 


f 

Nt  fungus 
Ccdyioma 

(c  vicai,  anai,  penile,  vaginal) 

Plntar  warts 

Si  ai/Sguamous  cell  carcinomas 
Spier  veins 
Koid  reduction 

ad  many  other  reimbursable  procedures. . . . 


LASER  TRAINING  COURSE  AND  CERTIFICATE 
PROVIDED  BY  LUXAR  CONTINUING  EDUCA  DON  FACUL  TY 


Pnr  Frrr  information  Packet  and  Video;. 
Call  1-800-338-5352 


LUXRR 


19204  North  Creek  Pkwy.,  Bothell,  WA  98011-8009 


Alliance  Page 

LEGISLATIVE  AFFAIRS  COMMITTEE 

Florence,  Edisto,  and  Lexington  County  Alliances  were  recognized  at  the  state  alliance  meeting 
for  their  outstanding  work  in  legislative  affairs. 

The  legislative  advocacy  workshop  was  held  in  Columbia  last  fall.  The  invited  guests  were  Ms. 
Barbara  Moxon,  S.  C.  Advocate  for  Women  on  Boards  and  Commissions,  and  Ms.  Betsy  Wolff, 
former  Executive  Director  of  the  Alliance  for  South  Carolina’s  Children.  They  gave  us  a first 
hand  look  at  their  group’s  activities.  Mr.  Stephen  Williams,  SCMA  Senior  Vice  President  and 
General  Counsel,  and  Ms.  Jan  McKellar,  SCMA  Director,  Health  Policy  Affairs,  commented  on 
upcoming  legislative  activity. 

Each  alliance/auxiliary  is  kept  aware  of  legislative  activities  by  receiving  the  SCMA  Legislative 
Update.  When  the  legislature  is  in  session,  updates  arrive  weekly. 

The  committee  is  organizing  a grassroots  hotline/fax  system  for  alliance  members  similar  to 
systems  that  have  been  successful  in  other  states.  A legislator  key  contact  program  is  also  being 
considered. 

All  attendees  at  the  Fall  Board  meeting  were  alerted  to  a vote  on  the  Medicare  Preservation  Act 
in  the  U.  S.  House  of  Representatives 

The  SCMAA  Legislative  Committee  has  the  following  goals  for  1996-'97: 

1 . Notify  county  legislative  chairmen  of  all  health  related  bills  under  consideration. 

2.  Increase  voter  registration  among  the  alliance  membership,  with  an  ultimate  goal  of 
100  percent  registration. 

3.  Increase  awareness  of  the  state  legislative  delegation  for  each  county  and  also  the  U.  S. 
delegation. 

4.  Encourage  each  county  to  contact  the  SCMAA  Legislative  Affairs  Chairmen  to 
request  a program  for  one  of  their  alliance  meetings. 

5.  Encourage  each  county  to  conduct  a “Mini-Internship  Program”  in  their  county. 

6.  Encourage  membership  in  SOCPAC. 

7.  Advise  counties  of  any  projects  related  to  the  S.  C.  Child  Protection  Advisory 
Committee. 

Stephanie  Evans  (Mrs.  John  P.  Evans)  Arney  Love  (Mrs.  J.  Daniel  Love,  Jr.) 

Chairman,  Legislative  Affairs  Co-Chairman,  Legislative  Affairs 
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THE  ARMY  RESERVE  OFFERS  UNIQUE  AND 
REWARDING  EXPERIENCES. 


As  a medical  officer  in  the  Army  Reserve  you  will  be  offered  a 
variety  of  challenges  and  rewards.  You  will  also  have  a unique 
array  of  advantages  that  will  add  a new  dimension  to  your 
civilian  career,  such  as: 

• special  training  programs 

• advanced  casualty  care 

• advanced  trauma  life  support 

• flight  medicine 

• continuing  medical  education  programs  and  conferences 

• physician  networking 

• attractive  retirement  benefits 

• change  of  pace 

It  could  be  to  your  advantage  to  find  out  how  well  the  Army 
Reserve  will  treat  you  for  a small  amount  of  your  time.  An  Army 
Reserve  Medical  Counselor  can  tell  you  more,  call  collect : 


1-800-USA-ARMY 


ARMY  RESERVE  MEDICINE.  BE  ALL  YOU  CAN  BE. 


) 


A is  for 
Apple, 

B is  for 
Ball, 

C is  for 
Cancer. 
Cancer? 


ST.  JUDE  CHILDREN'S 
RESEARCH  HOSPITAL 
Danny  Thomas.  Founder 


Although  cancer  is  a very  grown-up  disease,  thousands  of  children  like  Adam 
learn  all  about  it  each  year  when  they're  diagnosed  with  one  of  its  deadly  forms. 

But  these  children  have  a fighting  chance  because  of  life-saving  research 
and  treatments  developed  at  St.  Jude  Children's  Research  Hospital.  And  you 
make  the  difference  at  St.  Jude.  To  learn  more,  call:  1-800-877-5833 . 


WANTED:  PRIMARY  CARE  PRAC- 
TICES: UCI  MEDICAL  AFFILIATES, 
INC.,  - DOCTOR’S  CARE,  PA  is  currently 
expanding  in  South  Carolina!  Seeking  Prima- 
ry Care  medical  practices  for  merger/acquisi- 
tion. Would  also  consider  specialty  practices. 
Please  direct  CVs,  correspondence  to  UC1 
Medical  Affiliates,  Inc.  (dba  Doctor's  Care, 
PA),  1901  Mai n Street,  Suite  1200,  Mail  Code 
1105,  Columbia,  SC  29201,  Attn:  Practice 
Acquisitions. 

ENDOCRINOLOGY,  FAMILY  PRAC- 
TICE, INFECTIOUS  DISEASE:  Practice 
opportunities  in  Orangeburg  County  for  expe- 
rienced practitioners  and  graduating  resi- 
dents/fellows. Practice  initiation  assistance 
and  relocation  allowance  are  available.  Locat- 
ed at  the  junction  of  1-26  and  1-95,  35  minutes 
to  Columbia  and  65  minutes  to  Charleston. 
Achieve  financial  success  in  a non-competi- 
tive environment  while  enjoying  a superior 


quality  of  life.  Contact  Dr.  Chermol,  The 
Regional  Medical  Center,  at  (800)  866-6045 

ANESTHESIOLOGIST  SEEKING  POSI- 
TION IN  SOUTH  CAROLINA:  Extensive, 
broad  experience  with  excellent  credentials. 
While  a summer  and  vacation  relief  position 
would  be  ideal  a full  time  position  will  be 
considered.  Contact  W.  Frank  Yost,  M.  D., 
154  Vaughns  Gap,  Nashville,  TN  37205, 
(6 15)  356-5028. 

CHIEF  OF  PATHOLOGY:  Large,  teaching 
hospital  in  South  Central  U.  S.  seeking  a 
Chief  of  Pathology.  BC  pathologist  with  hos- 
pital administrative  and  private  practice  expe- 
rience. TQM/CQI  experience  required.  Glenn 
Singer,  M.  D.,  and/or  Marty  Albright,  (214) 
739-1370;  FAX:  (214)  739-8661;  Witt/Keiffer, 
Ford,  Hadelman  & Lloyd,  8117  Preston 
Road,  Suite  609,  Dallas,  TX  75225. 
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Thornton  & Thorne  give  the  medical  community  something  to  think  about  this  month. 


WHY  PAY  MORE  FOR  DISABILITY  INSURANCE? 

MASS  MUTUAL  OFFERS  THE  COMPLETE  PACKAGE 

• Lowest  premium 

• Quality  Product 

• Excellent  Financial  Ratings 


MASS  PROVIDENT  PAUL 

MUTUAL  LE-NC  REVERE 

CMXLS  PREF  PRO 

990 


Monthly  premiums  for  45  year  old  physician  in  best  occupation  class.  $5,000 
monthly  benefit  with  90  day  waiting  period  with  benefits  payable  to  age  65 


$400 


$350 

$300 

$250 

$200 

$150 

$100 

$50 

$0 


MASS 

PROVIDENT 

PAUL 

MUTUAL 

LE-NC 

REVERE 

CMXLS 

PREP  PRO 

990 

Monthly  premiums  for  45  year  old  physician  in  best  occupation  class.  $5,000 
monthly  benefit  with  90  day  waiting  period  with  benefits  payable  to  age  65 

IF  YOU  DON’T  BUY  YOUR  DISABILITY  INSURANCE  FROM  MASS  MUTUAL , WHO 

WILL  YOU  BUY  IT  FROM? 


Views  expressed  herein  are  those  of  the  authors  only  and  in  no  way  represent  the  SCMA.  We  do  not  give  tax  advice.  Only 
your  attorney  and  accountant  are  qualified  to  do  so. 


Carolina  Physicians 
Advisory  Service 


Billy  M.  Thornton 
John  T.  Thorne 


Serving  the  members  of  the  South  Carolina  Medical  Community. 

P.O.  Box  688  • Columbia,  SC  29202  • (803)  254-0002  • Fax  (803)  765-2403 


1 -800-742-3669 


How  Can  My  Office  Manager  Reach 
Me  Directly  When  I'm  Making  Rounds? 


PCS  From  Cellular  One 

That's  How.  


Portable  Communi 

Running  a practice  and  caring  for  patients 
can  be  a real  challenge.  What's  the  best  way 
to  give  both  the  attention  they  deserve?  Use  the 
perfect  communication  solution  for  physicians, 
PCS  from  Cellular  One.  It  lets  you  select  a suite  of 
personalized  solutions  that  meet  your  practice's 
unique  communications  needs. 

There  are  lots  of  solutions  to  choose  from. 
Like  the  National  Cellular  One  Network — which 
automatically  delivers  calls  to  more  than  4,500 
cities  across  the  U.S.A.  So  when  you're  at  a con- 


cation  Solution  s-m 

vention  learning  about  new  medical  techniques, 
your  office  can  just  dial  your  Cellular  One 
number  and  the  call  goes  right  through. 

There's  also  paging — which  lets  you  effec- 
tively screen  calls  so  you  can  return  important 
ones  quickly  and  efficiently.  And  the  bill's 
included  with  your  monthly  Cellular  One 
statement,  so  you  don't  have  the  hassle  of  extra 
paperwork. 

PCS.  It's  not  for  everyone.  It's  for  you.  Only 
from  Cellular  One. 


Call  1-8  0 0-  950  - 7871 

It’s  Just  That  Easy. 

CELLULARONE 

a m3  Service 


Portable  Communication  Solutions  is  a service  mark  of  GTE  Mobile  Communications  Service  Corp. 
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More  than  40%  of  all  South 
Carolina  physicians  in  private 
practice  use  CompuSystems’ 
Medical  Practice  Management 
System  to  work  more 
efficiently  and  profitably. 


What  can  a map  tell  you  about  a computer  system? 


Plenty  — if,  like  this  one,  it  shows 
how  many  medical  offices  in  South 
Carolina  use  a particular  practice 
management  system  to  run  more 
efficiently,  effectively,  and  profitably. 

For  example,  it  might  show  how  a 
16-year  commitment  to  "Working  for 
Physicians"  has  resulted  in  over  660 
installations  in  South  Carolina, 
representing  some  1,930  physicians  — 
over  40%  of  the  4,600  in  private  practice 
in  the  state! 

It  might  bring  home  how  features 
like  "on-the-fly"  refiling,  encounter- 
form  tracking,  and  direct  transmission 
to  South  Carolina  Medicare,  Medicaid, 
and  Blue  Cross/Blue  Shield  (with  no 


per-claim  charges)  are  improving 
physicians'  revenue. 

It  could  clarify  how  critical  "one- 
call"  support  can  be  in  helping  offices 
stay  productive  — how  telephone 
support  staff,  software  and  hardware 
engineers,  technicians,  trainers,  and  a 
fleet  of  service  vans  can  provide 
support  unmatched  in  the  industry. 

It  might  demonstrate  how  technical 
expertise  brings  a host  of  innovations, 
starting  with  the  first  integrated,  direct 
electronic  claims  capability  in  a practice 
management  system. 

Or  it  could  validate  the  concept  of 
regional  focus:  By  selling  systems  only 
in  the  Southeast,  a computer  company 


can  keep  customers  up  to  date  on  the 
latest  insurance  filing  requirements. 

It  could  emphasize  the  flexibility  of 
multi-user,  multi-tasking  software  that 
runs  on  the  most  popular  operating 
system  in  the  world. 

And  it  could  illustrate  the  value  of 
having  a computer  vendor  with  a 
vision  for  the  future  and  the  expertise  to 
make  that  vision  work  for  you. 


©MapaSystems 

inc. 


Carolina  Research  Park  • One  Science  Court 
Columbia,  SC  29203-9356 

800-800-6472  • 803-735-7700 
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Looking  for  Medical  Software  that’s 
more  than  Accounts  Receivable? 

Compare  the  Fox  Meadows  advantages  and  support 
services  to  your  current  system  and  support  fees. 

Lease  for  $200  a month  for  one  terminal  and 
$25  for  additional  terminal  users.  No  up  front  license  fees 

and  only  a 90  day  contract. 


fox  m eadows 

software 


LIMITED 


Year  2000  ready 

On  Site  Training  and  Support 

Conversion  of  your  Current  Data 

Capitation  (Managed  Care)  Review  Module 

Available  for  Windows,  Windows/95  and  DOS 

Chart  Notes  that  use  Point  & Click  Decision  Tree 

Electronic  Claims  & Statements,  Imaging  and  Voice  Recognition 

Document  Management  Support  with  Interface  to  Word  Processors 

Appointment  Scheduler  supports  multiple  Physicians  and  Large  Clinics 

Medical  Records  that  provide  enough  information  to  avoid  pulling  File  Folders 

Primary  Diagnostic  History, 

Vital  Signs,  Laboratory  Requests  and  Results, 

Medications,  Allergies,  Reactions,  Immuization  Records 

* Medical  Records  are  encryted  to  protect  from  tampering  * 


FMS  is  more  than  a traditional  A/R  billing  system.  Physicians  and  nurses  will  find 
the  medical  records  captured  and  the  accessibility  of  this  information  invaluable 

for  Patient  care  today  and  in  to  the  future. 

For  additional  information  please  call  (800)  754-7213  or  (803)  754-4290. 


1-800-382-PAID  (7243) 
or  fax  (803)  699-2384 

PAID  IV  Plus.  Because  patients  can  V remember 
everything,  and  you  have  to. 


PAIDIV 


V <s> 


Plus 


Companion  Technologies 


Modern  technology  for  practice  management. 


He’s  just  doing  Mom  a favor.  He  doesn’t  have 
a clue  who  the  insurer  is.  This  isn 't  going  to 
make  him  late  for  practice,  is  it? 

Mix-ups  like  this  throw  your  practice's  schedule  off 
and  frustrate  patients.  So  head  off  problems,  and  run 
your  office  smoothly  with  PAID  IV  Plus. 

PAID  IV  Plus.  Companion  Technologies’  private 
label  version  of  The  Medical  Manager®,  is  the 
complete  practice  management  software  system 
that’s  easy  to  use.  With  just  a few  simple  keystrokes, 
you'll: 

Easily  look  up  doctor  numbers,  insurance 
companies  and  procedure  and  diagnosis  codes 

Automatically  select  the  collect  fees  for 
procedures  (based  on  provider  or  patient's 
insurance  plan) 


Simplify  collection  of  amounts  due  by 
automatically  calculating  the  patient-due  portion 

Utilize  special  features  to  make  data  input 
fast  and  efficient 


Quickly  update  financial  information  when 
you  post  procedures 


With  its  reputation  of  having  the  finest  Procedure 
Entry  routines  available,  PAID  TV  Plus  will  do  all  the 
work,  and  you'll  get  all  the  credit.  And  maybe  that 
raise ... 


Leant  what  else  PAID  IV  Plus  can  do  for  you. 

Call  Companion  Technologies  for  information  or  to 
schedule  a system  demonstration. 


PHYSICIANS: 

OUTSTANDING  PROFESSIONAL  AND 
PERSONAL  OPPORTUNITIES. 


'Hie  Army  Medical  Department  not  only  offers  physicians  an  out- 
standing working  environment,  but  an  outstanding  living  environment 
as  well. 

Today’s  volunteer  Army  places  great  emphasis  on  quality  of  life 
issues  such  as  family  support,  and  safe  and  well-maintained  living 
spaces.  You’ll  find  military  bases  and  the  military  community  tend  to 
represent  an  extremely  achievement-oriented  population,  concerned 
with  basic  family  values. 

On  the  professional  side  you’ll  benefit,  too.  Here  is  how  Army 
Medicine  can  benefit  you: 

■ no  malpractice  insurance 

■ state-of-the-art  facilities  and  equipment 

■ unparalleled  training  programs 

■ 30  days  of  paid  annual  vacation 

If  you  want  to  talk  to  an  Army  physician  or  visit  an  Army  hospital 
or  medical  center,  our  experienced  Army  Medical  Counselors  can  assist 
you.  Call: 

1-800-USA-ARMY 


ARMY  MEDICINE.  BE  ALL  YOU  CAN  BE. 


NEWMAN  & ASSOCIATES 

Our  Many  Services  Include : 

• Lines  of  Credit  Based  on  Accounts  Receivable 

• Complete  Control  Over  Patient  Statement  Process  Including  Partial  Payment  Handling 
and  Co-Payment 

• Electronic  Billing  to  Most  Major  Payors 

• Unlimited  Fee  Schedules 

• Valuable  Comprehensive  Reports  which  Include  PPO  or  Alternative  Fee  Tracking  and  Insurance 
Tracking-All  with  Various  Sorting  Options  and  Other  User  Defined  Report  Parameters 

- No  more  computer  upgrades  which  are  time  consuming  and  expensive 

- No  more  delays  due  to  absenteeism  and/or  training  new  personnel 

- No  more  problem  of  office  space  due  to  expansion  of  practice 

• Turn  Your  Fixed  “In  House”  Expense  of  Billing  and  Collecting  into  a Variable  Expense 
where  Performance  Determines  your  Cost 

• With  Outsourcing  it  Allows  the  Physician  Time  to  Practice  Medicine  Worry  Free 

• Give  us  a Call  for  a FREE  ANALYSIS  of  Your  Present  Billing  and  Collection  Systems 

CALL  1-800-804-5436  or  (803)  438-4883  TODAY 

Newman  & Associates  is  an  Independent  Representative  of  MBC  Systems 


President's  Page 

CHEERLEADING 


Difficult  as  it  is  to  believe,  this  month  marks  the  midpoint  in  my  term  as  South  Carolina  Medi- 
cal Association  (SCMA)  president.  Activity  in  the  organization  is  at  whirlwind  level,  and  1 have 
been  swept  along  with  it. 

Until  now,  I have  tried  to  remain  lofty  in  my  efforts  to  represent  the  membership  of  this  organi- 
zation as  its  figurehead,  official  spokesperson,  and  most  visible  ambassador.  But  this  month,  I am 
secure  enough  in  my  position  to  reveal  to  you  what  I consider  my  true  calling  in  the  SCMA — 
Head  Cheerleader. 

I am  so  proud  of  this  organization  that  is  not  always  possible  for  me  to  contain  my  enthusiasm. 
I thought  this  would  be  a good  time  for  me  to  share  some  of  that  enthusiasm,  since  we  are  crank- 
ing up  a membership  drive  with  a new  membership  task  force. 

The  most  significant  benefit  of  membership  in  any  professional  organization  is  self  evident — a 
collective  voice  in  addressing  issues  which  affect  individual  members.  Although  the  legislature  is 
not  in  session  now,  our  lobbyists,  Jan  McKellar  and  Steve  Williams,  are  actively  gearing  up  for 
the  upcoming  session.  The  House  of  Delegates  directed  the  board  in  April  to  sponsor  legislation 
concerning  point-of-service  options,  and  that  will  be  a top  priority.  And,  of  course,  we  need  a 
strong  collective  voice  as  hospital  and  insurer  wars  heat  up. 

Our  own  managed  care  network.  Physicians  Care  Network  (PCN),  is  successfully  operating  in 
the  black  with  over  3,200  participating  physicians  and  over  26,000  covered  lives.  We  should  see 
continued  expansion  of  PCN  across  the  state  under  the  direction  of  Parker  Sparrow,  Vice  Presi- 
dent of  Medical  Practice  and  Quality  Improvement. 

SCMA  Financial  Services,  Inc.,  also  has  an  attractive  array  of  products  for  members.  These 
include  group  and  individual  health,  as  well  as  long-term  disability,  term  life,  long-term  care, 
business  owners’  and  workers'  compensation  insurance.  The  Section  170  plan,  available  through 
South  Carolina  Institute  for  Medical  Education  and  Research  (SCIMER)  offers  a very  creative 
vehicle  for  supplementary  retirement  funding  via  a tax-deferred  annuity  in  the  form  of  a Charita- 
ble Gift  Trust. 

Yes,  you  have  already  seen  a bill  for  SCMA  annual  dues  (same  as  last  year)  in  your  mail.  Let 
me  encourage  you  to  take  this  opportunity  to  review  the  services  offered  by  your  fine  profession- 
al organization  and  make  sure  you  ar  taking  full  advantage  of  what  SCMA  has  to  offer.  And  let 
me  also  encourage  you  to  share  the  information  with  non-member  colleagues  who  may  not  real- 
ize what  they  are  missing  out  on. 


Carol  S.  Nichols,  M.  D. 
President 
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MEDICARE  UPDATE 


The  October  1996  Medicare  Advisory  contains  impor- 
tant information  about  various  issues  such  as  the  influen- 
za vaccine,  pneumonia  vaccine,  oral  anti-cancer  drugs, 
cardiovascular  stress  tests,  correct  coding  initiative 
update,  electronic  data  interchange  update,  health  pro- 
fessional shortage  areas  (HPSAs),  and  much  more. 

CL1  A Waived  Tests:  The  Health  Care  Financing  Admin- 
istration (HCFA)  has  established  a new  modifier  (-QW) 
to  report  with  all  CLIA  waived  tests.  Effective  October 
1 , 1996,  for  services  rendered  on  and  after  January  23, 
1996,  you  should  report  modifier -QW  to  indicate  the  pro- 
cedure is  a CLIA  waived  test.  HCFA  has  also  deleted  all 
temporary  codes  established  specifically  for  CLIA  effec- 
tive September  30,  1996.  Please  refer  to  your  October 
1 996  Medicare  Advisory  for  a list  of  the  CPT  procedure 
codes  that  should  be  used  when  reporting  a CLIA  test 
effective  October  1,  1996,  for  services  provided  on  and 
after  January  23,  1996.  Please  note  that  the  fee  sched- 
ule amounts  for  CPT  codes  82950,  82951,  82952,  and 
85018  have  been  updated  and  are  effective  for  claims 
processed  on  and  after  October  1,  1996. 

Clinical  iMboratorv  Update:  Recent  changes  in  Medicare 
policy  towards  clinical  diagnostic  laboratory  tests  require 
that  all  tests  in  an  automated  profile  be  medically  nec- 
essary. This  is  a change  from  the  former  policy  that 
allowed  all  tests  to  be  paid  as  long  as  at  least  one  was  med- 
ically necessary.  In  the  event  that  Medicare  questions  the 
medical  necessity  of  the  laboratory  service,  the  labora- 
tory will  be  held  accountable  and  must  be  prepared  to  sup- 
port the  medical  necessity  of  the  claim.  Although  the 
physician  orders  the  tests,  the  laboratory  is  held  account- 
able since  it  is  the  entity  that  receives  reimbursement  from 
Medicare. 

Medicare  does  not  require  that  all  laboratory  services 
billed  include  a diagnosis  code.  Medicare  may  request 
documentation  of  medical  necessity,  both  pre-  and  post- 


payment, on  a provider-specific  basis,  without  reference 
in  a local  medical  review  policy.  Laboratories  are  not 
required  to  submit  ICD-9  codes.  A narrative  description 
of  tlie  diagnosis  may  be  used.  However,  the  use  of  ICD- 
9 codes  will  greatly  speed  the  time  in  which  your  claims 
can  be  processed.  Please  refer  to  your  October  1996 
Medicare  Advisory  and  “Multichannel  Lab  Profiles”  on 
page  39  of  the  July  1996  Medicare  Advisory  for  more 
details. 

Medical  Reviews  Pilot  Project:  Palmetto  Government 
Benefits  Administrators  (Palmetto  GBA)  has  agreed  to 
participate  in  a HCFA  project  to  look  for  new  ways  to 
measure  tlie  effectiveness  of  the  Medicare  Part  B Car- 
rier’s Medical  Review  operations.  Traditionally,  program 
effectiveness  has  been  measured  in  terms  of  dollar  sav- 
ings for  the  program  generated  by  denials,  reductions  and 
recoupments.  This  pilot  program  will  measure  effec- 
tiveness based  on  efforts  to  ensure  that  Medicare  bene- 
ficiaries are  provided  with  care  that  is  reasonable  and  nec- 
essary. 

During  November,  Palmetto  GBA  will  randomly  select 
approximately  2,000  claims  for  intensive  medical  review. 
They  will  then  generate  letters  on  these  claims  asking  that 
you  supply  information  regarding  medical  necessity  based 
on  the  medical  records.  Some  of  the  claims  selected  will 
be  claims  for  which  you  are  not  accustomed  to  receiv- 
ing medial  record  requests.  If  the  infonnation  request- 
ed is  not  provided,  the  claim  will  be  denied  based  on 
insufficient  infonnation  to  make  a medical  necessity 
determination.  Therefore,  it  is  very  important  that  you 
make  every  effort  to  comply  with  their  request.  If  you 
should  have  any  questions  about  this  project,  please  call 
the  Medicare  Part  B provider  Service  Center  at  (803)  788- 
5568. 

(continued  on  page  2) 


MEDICAID  UPDATE 


1996  International  Classification  of  Diseases  (ICD-9) 
Codes:  Effective  with  dates  of  service  on  or  after  Octo- 
ber 1,  1996,  the  Department  of  Health  and  Human  Ser- 
vices (DHHS)  will  accept  the  new  1996  ICD-9  diagno- 
sis codes.  Either  the  older  1995  or  the  new  1996  ICD-9 
codes  may  be  billed  during  the  grace  period  from  Octo- 
ber 1,  1996,  through  December  31,  1996.  Effective  with 
dates  of  service  on  or  after  January  1,  1997,  only  the  1996 
ICD-9  diagnosis  codes  will  be  accepted. 


Manual  Workshops:  As  a reminder,  DHHS  began  con- 
ducting statewide  Medicaid  workshops  September  27, 
1996.  The  focus  of  the  workshop  is  manual  updates,  pro- 
cessing changes,  policy  updates,  and  Medicaid  billing 
procedures.  A bulletin  has  been  mailed  with  a list  of  dates 
and  locations.  Please  contact  the  appropriate  program 
manager  at  (803)  253-6134  if  you  have  any  questions 
regarding  the  workshops. 


Physicians  Enhanced  Program  ( pep ) Pilot  Projects; 
The  fourth  PEP  Pilot  Project  is  scheduled  to  begin  at  Far- 
ish,  Davis,  Traynham  and  Bardi  Pediatrics  in  Florence 
on  November  1,  1996.  Sumter  Pediatrics,  Lovelace  Fam- 
ily Medicine,  and  Medical  Center,  PA  (Easley)  are  cur- 
rently participating  as  pilot  sites.  The  PEP  is  a voluntary 
managed  care  program  which  links  Medicaid  recipients 
to  a primary  care  provider.  DHHS  is  currently  planning 
on  statewide  implementation  of  the  PEP  program  in  early 
1997  for  providers  who  wish  to  participate  in  the  program. 
Details  will  be  forthcoming  as  they  are  finalized. 


Basic  Billing  Workshop:  The  Department  of  Physician 
Services  is  offering  a basic  billing  workshop  on  Novem- 
ber 6,  1996,  at  12:30  pm.  The  workshop  is  designed  for 
new  billing  staff  and  new  providers  in  the  SC  Medicaid 
Program.  The  workshop  will  be  held  in  the  second  floor 
training  room  in  the  Jefferson  Square  Plaza  at  1 801  Main 
Street  in  Columbia.  Due  to  limited  training  space,  reser- 
vations are  required.  Please  contact  your  program  man- 
ager at  (803)  253-6134  to  reserve  a space.  The  basic 
billing  workshops  are  offered  free  on  a quarterly  basis.G 


MEDICARE  UPDATE  (continued) 


Hospital  Initial  Observation  Care:  Only  the  physician 
who  admitted  the  patient  to  hospital  observation  and  was 
responsible  for  the  patient  during  his  stay  in  observation 
may  bill  the  hospital  observation  codes  (CPT  codes 
99218, 99219,  and  99220).  A physician  who  does  not 
have  inpatient  admitting  privileges  but  who  is  authorized 
to  admit  a patient  to  observation  status  may  bill  these 
codes.  All  other  physicians  who  see  the  patient  while  in 
observation  must  bill  the  office  and  other  outpatient  ser- 
vice codes  or  outpatient  consultation  codes  as  appropriate 
when  they  provide  services  to  the  patient. 

If  the  patient  is  dischaiged  on  the  same  date  as  admission 
to  observation,  only  the  observation  care  code  may  be 
billed.  If  the  patient  remains  in  observation  after  the  first 
midnight  census  following  the  admission  to  observation. 


the  physician  must  bill  CPT  code  99217  ( Observation 
care  discharge  day  management)  for  the  last  day  of  ser- 
vice in  observation.  In  the  rare  circumstance  when  a 
patient  is  held  in  observation  status  for  more  than  two  cal- 
endar dates,  the  physician  must  bill  subsequent  services 
furnished  before  the  date  of  discharge  using  the  outpa- 
tient/office visit  codes. 

If  a patient  is  admitted  to  inpatient  status  from  observa- 
tion before  the  end  of  the  date  on  which  the  patient  was 
admitted  to  observation,  the  physician  must  bill  an  ini- 
tial hospital  visit  for  the  evaluation  and  management  ser- 
vices provided  on  that  date.  The  global  surgical  fee 
includes  payment  for  hospital  observation  services  unless 
the  criteria  for  use  of  CPT  modifiers  -24,  -25,  or-  57  are 
met.  □ 


MARK  YOUR  CALENDARS  NOW! 

The  South  Carolina  Medical  Association’s  Annual  Meeting  and  Scientific  Assembly  is  sched- 
uled for  May  1-4, 1997,  at  the  Charleston  Place  Hotel,  Charleston,  South  Carolina. 
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SCMA  WORKSHOPS 


“But  Nobody  Ever  Told  Me  . . “Did,  too!” — Writing  Personnel  Policy  Manuals 

For  effective  staff  performance  and  consistent  operations,  the  employees  need  to  know  what  is  expected  of  them  and 
need  to  be  familiar  with  the  rules  and  customary  operations  of  your  practice.  You  will  learn  the  many  and  varied  poli- 
cies which  may  need  to  be  addressed  for  an  organization,  and  to  select  those  which  arc  appropriate  for  your  specif- 
ic work  setting.  Attendees  are  provided  with  materials  containing  the  basics  for  developing  their  own  Personnel  Pol- 
icy Manuals,  and  will  participate  in  exercises  which  take  them  through  the  process  of  creating  policies  which  serve 
as  effective  management  documents  for  their  organizations.  This  workshop  will  be  held  November  14,  1996,  at  the 
Holiday  Inn  Express  just  off  St.  Andrews  Road  in  Columbia,  9:00  a.m.  - 12:00  p.m.,  with  registration  beginning  at 
8:30  a. m.  Please  register  no  later  than  October  3 1 , 1996. 


“It’s  Not  My  Job  ...”  “Oh,  yes  it  is!” — Writing  Effective  Job  Descriptions 

This  seminar  takes  the  participant  through  the  process  of  initially  evaluating  the  positions  necessary  for  supporting 
an  organization  or  office.  Rather  than  designing  offices  around  personalities  who  may  have  very  structured  work 
habits  and  methods  as  their  routine,  the  seminar  focuses  on  defining  offices  in  terms  of  position  management.  Using 
a task  list  for  each  position,  you  will  develop  job  descriptions  using  a variety  of  formats.  You  will  also  learn  how  to 
use  the  job  description  to  define  duties  and  responsibilities,  hire  and  train  new  employees,  and  conduct  evaluations 
and  salary  reviews.  This  workshop  will  be  held  November  14,  1996,  at  the  Holiday  Inn  Express  just  oil' St.  Andrews 
Road  in  Columbia,  2:00  p.m.  - 5:00  p.m.,  with  registration  beginning  at  1 :30  p.m.  Please  register  no  later  than  Octo- 
ber 31,  1996. 


PCN  UPDATE 

The  Physicians  Care  Network  (PCN)  continues  to  grow 
with  the  addition  of  several  new  groups  since  August, 
1996.  They  arc:  Human  Resource  Company,  RHB  Ser- 
vices, Tate  Metalworks,  Inc.,  Paradigm  Group/Fronticr 
Life,  Med  Central  Health  Resources  and  Santens  of 
America,  Inc.  PCN  now  covers  over  28,000  lives. 

With  the  addition  of  Hilton  Head  Hospital  and  Oconee 
Memorial  Hospital  to  its  participating  providers,  PCN 
now  has  6 1 hospitals  in  the  network.  Additionally,  PCN 
has  over  3,200  participating  physicians. 

If  you  have  questions  or  would  like  to  become  a partic- 
ipating provider  with  PCN,  please  contact  Cindy  Osborn, 
Manager,  PCN  at  (803)  798-6207  extension  257  or  1- 
800-327-1021  statewide.  fl 


PROTECTING  YOUR  PRACTICE 

The  University  of  South  Carolina  School  of  Medicine, 
Richland  Memorial  Hospital,  and  the  South  Carolina 
Medical  Association  in  conjunction  with  the  South  Car- 
olina Society  of  Addiction  Medicine  present  PRO- 
TECTING YOUR  PRACTICE:  Pain  Management 
and  the  Interface  with  Addiction  Fourth  Annual  Con- 
ference. 

The  conference  is  scheduled  for  December  7,  1996,  at  the 
USC  School  of  Medicine  Medical  Library,  Room  327, 
and  December  8,  1996,  at  the  South  Carolina  Medical 
Association.  The  registration  fee  is  $75.  For  more  infor- 
mation and  a registration  form,  please  contact  the  Office 
ofCME,  CEB,  3555  Harden  St.  Ext.,  Suite  100,  Colum- 
bia, SC  29203  or  call  434-4211  or  FAX  434-4288.  D 


SCMA  RECEIVES  RECOGNITION 

The  South  Carolina  Medical  Association  (SCMA)  received  an  Honorable  Mention  certificate  in  the  one-time 
publications  category  of  the  American  Association  of  Medical  Society  Executives  (AAMSE)  Pinnacle  of 
Success  Awards  for  How  to  Recognize  and  Treat  Victims  of  Family  Violence , a reference  book  for  physicians. 

The  AAMSE  awards  program  recognizes  its  members  for  outstanding  efforts  and  accomplishments  in  medical 
society  related  communications,  membership  projects,  and  programs  and  publications.  The  American  Medical 
Association  Report  to  Members  was  selected  as  the  winner  in  the  one-time  publications  category. 
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COMMUN-I-CARE 

Commun-I-Carc  has  assisted  more  than  23,000  South  Carolinians  in  finding  affordable  or  volunteer  medical 
care  since  its  inception  in  1993.  Commun-I-Care  now  includes  1,900  volunteer  physicians,  nurse  practitioners, 
and  dentists,  along  with  253  pharmacists,  32  hospitals,  and  four  drug  companies.  South  Carolina  is  one  of  only 
three  states  with  a comprehensive  system  of  volunteer  medical  care  for  its  uninsured. 

Commun-I-Care  is  continuously  recruiting  physicians  for  its  volunteer  network.  Additional  primary  care  physicians  are 
needed  in  the  following  counties:  Allendale,  Bamberg,  Calhoun,  Chester,  Chesterfield,  Dillon,  Edgefied,  Jasper, 
Kershaw,  McCormick,  Newberry,  Pickens,  Saluda,  Sumter,  Union,  and  Williamsburg  Counties.  For  more  information 
about  how  you  can  help  provide  medical  treatment  for  the  indigent  in  the  state,  please  call  Commun-I-Care  at  (803) 
790-6160. 

Commun-I-Care  is  a statewide,  public-private  partnership  which  includes  the  South  Carolina  Medical 
Association,  SC  Pharmacy,  Hospital,  Dental,  and  Nurses  Associations,  Pfizer,  Johnson  & Johnson,  Searle,  and 
Smith  Kline  Beacham  Clinical  Labs. 


MANDATORY  EDUCATIONAL  STANDARD  FOR 
CERTIFIED  MEDICAL  ASSISTANTS 


Medical  Assistants  interested  in  achieving  their  profes- 
sional credential — the  Certified  Medical  Assistant  or 
CMA  credential — should  start  planning  now. 

The  American  Association  of  Medical  Assistants 
(AAMA),  in  order  to  establish  a mandatory  education- 
al standard,  has  amended  the  eligibility  policies  of  the 
AAMA  Certification  Examination.  Effective  after  the 
January  1998  exam,  any  candidate  for  the  examination 
must  be  a graduate  of  a medical  assisting  program  accred- 


ited by  Commission  on  Accreditation  of  Allied  Health 
Education  Programs  (CAAHEP). 

Medical  assistants  who  are  not  graduates  ot  a CAAHEP 
accredited  medical  assisting  program  may  still  be  eligi- 
ble to  apply  for  the  AAMA  Certification  Examination 
under  the  current  work  experience  pathways,  as  long  as 
they  apply  between  now  and  October  1 , 1997.  For  more 
information,  call  1-800 -ACT- AAMA.  □ 


THE  AMA  WANTS  TO  KNOW... 

WHAT  DO  YOU  THINK  OF  MANAGED  CARE  PLANS? 

The  American  Medical  Association  (AMA)  and  Hewitt  Associates  have  developed  the  Physicians’  Health  Plan  Assess- 
ment Survey,  which  covers  everything  from  quality  of  care  to  plan  management.  This  survey  was  mailed  the  first 
of  the  month  at  random  to  both  primary  care  physicians  and  physicians  practicing  in  the  specialties  most  likely  to 
encounter  managed  care  who  practice  in  the  Greenville  and  Columbia  markets  with  zip  codes  290-292,  293,  296 
and  297.  All  responses  to  the  survey  will  be  kept  absolutely  confidential. 

The  AMA  believes  the  information  is  essential — and  long  overdue.  While  many  sources  are  monitoring  patient 
satisfaction  with  health  plans,  no  one  has  specifically  asked  physicians  their  view  of  plan  policies.  The  AMA 
will  use  the  survey  results  to  identify  areas  of  concern  for  physicians  and  to  advocate  health  plans  to  address 
these  concerns.  Hewitt  Associates  will  provide  the  survey  results  to  more  than  300  “Fortune  500”  companies 
that  collectively  cover  over  18  million  individuals.  These  companies  want  to  know  what  you  think  of  health 
plans  and  will  use  the  information  when  evaluating  health  plans  and  making  purchasing  decisions.  We 
encourage  each  physician  who  has  received  one  of  these  surveys  to  please  take  15  minutes  to  complete  and 
return  it.  Your  input  is  critical  to  the  success  of  this  important  project. 
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Although  American  women  have  an  average 
life  expectancy  seven  to  eight  years  longer 
than  men  have,  recent  reports  raise  concern 
about  women’s  health,  particularly  the  health 
of  African-American  women.  For  example, 
recent  data  indicate  that  heart  disease  mortali- 
ty has  decreased  faster  among  men  than 
among  women,  and  that  African-American 
women  have  fared  less  well  than  women  as  a 
group  in  this  area.1 
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In  South  Carolina  as  well  as  the  United 
States  as  a whole,  heart  disease  is  the  leading 
cause  of  death  among  both  men  and  women, 
followed  by  cancer  and  stroke;  these  three 
diseases  accounted  for  64  percent  of  all 
deaths  nationally  in  1990.:  Because  most  car- 
diovascular disease  risk  factor  reduction  stud- 
ies and  subsequent  intervention  trials  have 
been  developed  based  on  risk  factor-disease 
relationships  observed  in  predominately  male 
samples,  the  coronary  health  of  women 
remains  a largely  understudied  area.3-6 

An  important  approach  to  improving 
women's  health  is  to  reduce  risky  behav- 
iors. In  1993,  McGinnis  and  Foege  estimat- 
ed that  33  percent  of  all  deaths  in  1990 
could  be  attributed  to  three  behavioral  risk 
factors;  tobacco,  diet  and  activity  patterns.1 
Guided  by  the  Healthy  People  2000  Objec- 
tives,7 significant  progress  has  been  made 
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in  the  reduction  of  many  risk  behaviors.  As 
part  of  an  ongoing  investigation  into  the  sta- 
tus of  women's  health  in  South  Carolina,  we 
explored  trends  in  the  leading  causes  of  death 
and  in  the  prevalence  of  selected  risk  factors 
among  white  and  African-American  women 
in  South  Carolina. 

METHODS 

Mortality.  Mortality  rates  were  calculated  for 
the  years  1980  through  1992.  Death  certifi- 
cate data  were  abstracted  from  vital  statistics 
files  maintained  by  the  National  Center  for 
Health  Statistics,  Centers  for  Disease  Control 
and  Prevention.  The  underlying  cause  of 
death  on  the  death  certificate  was  coded 
according  to  the  International  Classification 
of  Diseases,  9th  revision  (ICD-9).  Specific 
causes  of  death  included  coronary  heart  dis- 
ease (ICD-9  codes  410-414),  cancer  (ICD-9 
codes  140-239),  and  stroke  (ICD-9  codes 
430-438).  The  1980  census  estimates  of  the 
population  and  intercensal  estimates  from  the 
Bureau  of  the  Census  were  used  as  the 
denominator  for  the  annual  mortality  rates  for 
white  and  African-American  women.  The 
mortality  rates  were  direct  age-adjusted  using 
the  1980  U.  S.  population  as  the  standard. 
Age-adjusted  rates  are  indicated  when  com- 
paring mortality  rates  between  African-Amer- 
ican and  white  women,  as  the  groups  differ  in 
their  age  distributions.  The  relative  change  in 
mortality  was  calculated  by  subtracting  the 
1992  mortality  rate  from  the  1980  rate  and 
dividing  the  difference  by  the  1980  rate. 

Risk  Factors'.  To  measure  prevalence  and 
trends  in  the  target  behaviors,  we  used  data 
from  the  South  Carolina  Behavioral  Risk  Fac- 
tor Surveillance  System  (BRFSS)  for  the 
years  1985  through  1994.  The  BRFSS  is  a 
random-digit-dialed  telephone  survey  con- 
ducted by  participating  states;89  it  uses  stan- 
dardized questionnaires  to  estimate  the  preva- 
lence of  selected  behavioral  risk  factors.  Each 
year,  a sample  of  state  residents  is  selected 
using  a multi-stage  sampling  design.10 
Weighting  factors  compensate  for  sampling 


bias  and  provide  more  representative  popula- 
tion-based estimates  of  risk  factor  prevalence. 

We  identified  four  risk  behaviors  measur- 
able by  the  BRFSS  that  corresponded  to 
Healthy  People  2000  Objectives7  in  the  areas 
of  tobacco,  diet,  and  physical  activity  pat- 
terns. These  behaviors  were  current  smoking, 
leisure-time  physical  inactivity,  overweight, 
and  eating  fewer  than  five  servings  of  fruits 
or  vegetables  per  day.  Current  smoking  is 
current  use  of  cigarettes  by  a women  who  has 
smoked  at  least  100  cigarettes  in  her  lifetime. 
Leisure-time  physical  inactivity  is  no  exercise 
or  recreational  physical  activity  during  the 
previous  month.  Overweight  is  a body  mass 
index  of  27.3  or  more,  a cutpoint  that,  among 
women,  is  about  20  percent  over  desirable 
weight.7 " Body  mass  index  is  result  of  divid- 
ing weight  in  kilograms  by  the  square  of 
height  in  meters. 

RESULTS 

Mortality:  Heart  Diseases : For  white  women 
in  South  Carolina,  age-adjusted  coronary 
heart  disease  mortality  rates  per  100,000 
declined  from  171.8  in  1980  to  125.4  in  1992, 
a decrease  of  27  percent  (Figure  1 ).  African- 
American  women  had  a lower  mortality  rate 
in  1980  ( 163.5  per  100,000),  but  their  mortal- 
ity rate  declined  only  eight  percent  (to  150.3 
per  100,000)  in  the  next  12  years. 

Mortality:  Cancer : As  Figure  2 shows. 
South  Carolina  cancer  mortality  rates  rose  for 
both  white  (eight  percent)  and  African-Amer- 
ican (two  percent)  women  from  1980  to  1992. 

Figure  1 . Age- Adjusted  Mortality  Rate  (per  100,000)  From  Heart  Disease, 

White  and  African-American  Women,  South  Carolina,  1980-1992 
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Figure  2.  Age-Adjusted  Mortality  Rate  (per  100,000)  From  Cancer,  White 
and  African-American  Women,  South  Carolina,  1980-1992 


Year 


Figure  4.  Percentage  of  White  and  African-American  Women  Age  20  and 
Older  Who  Currently  Smoke  and  the  Healthy  People  2000  Target 
South  Carolina  Behavioral  Risk  Factor  Surveillance  System,  1985-1994 
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Figure  6.  Percentage  of  White  and  African-American  Women  Age  18  and 
Older  Who  are  Overweight  and  the  Corresponding  Healthy  People  2000 
Targets,  South  Carolina  Behavioral  Risk  Factor  Surveillance  System, 
1987-1994 


— White  African-American 

Year  2000  (White)  o Year  2000  (African-American) 

However,  the  mortality  rate  for  African- 
American  women  was  higher  than  that  of 
white  women  throughout  the  period. 

Mortality:  Stroke:  South  Carolina  women 
had  substantial  declines  in  stroke  mortality — 
30  percent  for  both  white  and  African-Ameri- 
can women  from  1980  to  1992  (Figure  3). 
However,  in  1992  the  age-adjusted  mortality 
rate  per  100,000  was  66  percent  higher  for 
African-American  women  than  for  white 
women  (91.0  compared  to  54.9). 

Risk  Factor:  Current  smoking : As  Figure  4 


Figure  3.  Age-Adjusted  Mortality  Rate  (per  100,000)  From  Stroke,  White 
and  African-American  Women,  South  Carolina,  1980-1992 
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Figure  5.  Percentage  of  White  and  African-American  Women  Age  18  and 
Older  Who  Did  Not  Participate  in  Any  Leisure-Time  Physical  Activity  in 
the  Past  Month  and  the  Healthy  People  2000  Target 
South  Carolina  Behavioral  Risk  Factor  Surveillance  System.  1985-1994 


— — White  —“—African-American  Year  2000  Target 

shows,  although  in  1985  the  same  proportion 
of  white  and  African-American  women  aged 
20  and  older  were  current  smokers  (26  per- 
cent), much  higher  than  the  Healthy  People 
2000  target  of  not  more  than  15  percent.7  Just 
nine  years  later  the  prevalence  of  current 
smoking  among  African-American  women 
was  down  to  16  percent  while  white  women 
maintained  their  level  of  current  smoking  at 
about  23  percent. 

Risk  Factor:  Leisure-time  physical  inactivi- 
ty: Figure  5 shows  that  both  white  and 
African-American  women  in  South  Carolina 
had  a prevalence  of  leisure-time  physical 
inactivity  that  was  far  above  the  15  percent 
targeted  in  Healthy  People  2000. 1 The  trends 
over  the  10-year  period  were  similar,  with 
African-American  women  reporting  less 
leisure-time  activity  than  white  women  and 
the  gap  between  the  two  increasing.  By  1994, 
the  prevalence  of  leisure-time  physical  inac- 
tivity was  about  27  percent  for  white  women 
and  about  38  percent  for  African-American 
women. 


October  1996 


423 


MORTALITY  AND 
HEALTH  BEHAVIORS 


Risk  Factor:  Overweight : As  Figure  6 indi- 
cates, between  1987  and  1994  the  prevalence 
of  overweight  increased  among  both  white 
and  African-American  women.  In  1994,  near- 
ly half  (about  46  percent)  of  African-Ameri- 
can women  were  overweight,  a prevalence 
about  twice  that  of  white  women.  For  this 
behavior  there  are  separate  Healthy  People 
2000  targets;  no  more  than  30  percent  for 
African-American  women  and  no  more  than 
20  percent  for  white  women.  While  white 
women  met  the  target  most  years  from  1987 
to  1994,  the  target  for  African-American 
women  has  not  been  met  since  1989,  and  the 
gap  between  the  target  and  the  prevalence 
continued  to  widen  by  1994. 

Risk  Factor:  Diet : The  national  target  for 
fruit  and  vegetable  consumption  recommends 
an  average  daily  intake  of  five  or  more  serv- 
ings. As  less  than  one  quarter  of  the  women 
in  South  Carolina  met  this  target  at  any  time 
during  the  survey  years  of  1990  to  1994,  no 
figure  is  presented. 

DISCUSSION 

This  report  documents  some  discouraging 
trends  in  the  status  of  women’s  health  in 
South  Carolina.  The  decreases  in  mortality 
due  to  heart  disease  and  stroke  still  leave 
African-American  women's  rates  much  high- 
er than  those  of  white  women.  For  cancer, 
rates  are  increasing  among  both  groups,  but 
are  still  higher  for  African-American  women. 
Furthermore,  each  death  represents  many 
years  of  morbidity,  medical  costs,  reduced 
physical  function  and  increasing  dependence. 

Because  risk  factor  changes  have  been  sug- 
gested as  accounting  for  much  of  the  decline 
in  mortality  due  to  heart  disease  and  stroke, 
we  investigated  changes  in  risk  factor  preva- 
lence among  white  and  African-American 
women.  Trends  in  smoking  behavior  did  not 
explain  the  discrepancy  in  mortality  rates; 
neither  group  has  a high  prevalence  of  smok- 
ing and  the  prevalence  for  African-American 
women  was  lower  than  for  white  women 
from  1986  on. 


The  lack  of  any  leisure-time  physical  activi- 
ty was  a problem  for  all  South  Carolina 
women,  especially  in  light  of  the  recent  infor- 
mation highlighting  the  importance  of  even 
moderate  physical  activity  in  preventing  all- 
cause mortality.12  This  new  evidence  suggests 
that  there  are  significant  health  benefits  asso- 
ciated in  moving  from  a low  fitness  level  to  a 
moderate  fitness  level.  These  changes  can  be 
attained  with  moderate  level  activities  (such 
as  brisk  walking)  for  at  least  30  minutes  a day 
on  most  days  of  the  week.13  Developing 
appropriate  physical  activity  interventions  for 
all  women,  regardless  of  age  and  the  presence 
of  existing  chronic  conditions,  may  lead  to 
declines  in  mortality  from  heart  disease  and 
stroke  in  future  years. 

Dietary  issues  were  difficult  to  address 
from  our  data  sources.  We  chose  overweight 
because  it  has  a documented  relationship  to 
increased  risk  of  chronic  disease.14  There  is 
considerable  overlap  between  lack  of  physi- 
cal activity  and  overweight,15  but  there  is  also 
evidence  that  both  influence  health  indepen- 
dently.12 Another  dietary  factor,  the  consump- 
tion of  fruits  and  vegetables,  was  chosen  as  a 
marker  for  dietary  changes  in  this  population. 
Our  results  suggest  that  the  state  and  national 
programs  emphasizing  increased  fruit  and 
vegetable  consumption  were  not  reaching  this 
group  of  women. 

To  fully  capture  the  causes  for  mortality  as 
presented  here,  comprehensive  and  expensive 
studies  need  to  be  conducted.  Because  there 
is  a considerable  amount  of  information 
already  known  about  broad  categories  of 
major  risk  factors,  we  used  existing  informa- 
tion, guided  by  the  National  Health  Objec- 
tives in  Healthy  People  2000  to  explore  risk 
factors  at  a state  level.  Although  there  are 
limitations  to  the  data  presented  here,  we 
have  demonstrated  an  efficient  method  to 
investigate  subgroups  on  a state  level  by 
using  available  data  on  mortality  and  risk  fac- 
tor prevalence  to  help  to  understand  the 
unique  characteristics  of  a population  (in  this 
case,  white  and  African-American  women). 
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Most  states  have  access  to  similar  data  that 
can  be  used  for  targeting  subgroups  for  risk 
factor  interventions. 

SUMMARY 

A substantial  proportion  of  mortality  in  the 
United  States  can  be  attributed  to  three  major 
behaviors:  using  tobacco,  maintaining  an 
unhealthy  diet,  and  being  physically  inactive. 
Using  data  from  the  South  Carolina  mortality 
files  and  Behavioral  Risk  Factor  Surveillance 
System  we  were  able  to  document  state 
trends  in  mortality,  cigarette  smoking,  physi- 
cal inactivity,  and  unhealthy  dietary  practices. 
We  found  that,  in  spite  of  the  declines  in  heart 
disease  and  stroke  mortality  noted  nationally 
and  in  the  state,  the  risk  factor  profiles  for 
most  women  in  South  Carolina  did  not 
improve.  This  analysis  further  suggests  that 
physical  inactivity  and  dietary  issues  (excess 
caloric  intake,  low  fruit  and  vegetable  con- 
sumption) would  be  good  choices  for  lifestyle 
interventions  among  women  in  South  Caroli- 
na, not  only  because  they  ultimately  affect 
mortality,  but  also  because  they  exert  interim 
effects  on  morbidity,  including  physical  func- 
tioning and  independence.  □ 
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Total  shoulder  arthroplasty  is  one  of  the  most 
rapidly  growing  procedures  in  the  field  of 
orthopaedic  surgery.  Although  the  number  of 
total  shoulder  arthroplasties  performed  lags 
far  behind  the  number  of  other  major  joints 
replaced  (eg,  hips  and  knees),  this  gap  is 
slowly  narrowing.  This  may  in  large  part  be 
due  to  the  fact  that  the  overall  success  rates 
for  total  shoulder  arthroplasty  have,  in  recent 
years,  been  reported  as  being  comparable  to 
those  of  other  major  joint  replacements.' 
Although  total  shoulder  arthroplasty  offers  a 
unique  challenge  to  the  orthopaedic  surgeon 
due  to  the  nature  of  the  shoulder  joint  and  the 
technical  demands  of  the  surgery  itself,  it  is 
increasingly  being  viewed  and  employed  as  a 
viable  method  of  treatment  for  diseases  and 
fractures  involving  the  shoulder. 

HISTORICAL  BACKGROUND 

The  shoulder,  or  glenohumeral  joint,  has  the 
distinction  of  being  the  first  human  joint  to  be 
prosthetically  replaced.  In  1892  the  French 
surgeon  Jules  Pean  performed  the  first 
recorded  shoulder  arthroplasty  on  a young 
man  with  a tuberculous  abscess  of  his  proxi- 
mal humerus.  The  prosthesis  consisted  of  a 
platinum  tube,  which  replaced  the  proximal 
humeral  shaft,  and  a rubber  ball,  which  func- 
tioned as  the  humeral  head.2-3  The  prosthesis 
reportedly  functioned  well,  but  persistent 
infection  necessitated  its  removal  only  two 
years  after  implantation.34 

Despite  its  early  beginnings,  the  field  of 
total  shoulder  arthroplasty  lay  largely  dor- 
mant until  1951,  when  Krueger  described  the 
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use  of  a metal  cobalt  chromium  hemiarthro- 
plasty. Neer  subsequently  began  performing 
shoulder  hemiarthroplasty  to  treat  humeral 
head  fractures,  avascular  necrosis  of  the 
humeral  head,  and  degenerative  arthritis  of 
the  shoulder  joint.  The  Neer  prosthesis  was 
constructed  of  a cobalt  chromium  alloy,  and 
consisted  of  an  intramedullary  humeral  stem 
attached  to  an  umbrella-shaped  cap  that  fit 
over  the  proximal  humerus,  replacing  the 
humeral  head.  The  cap  was  angled  in  order  to 
approximate  the  anatomy  of  the  natural 
humeral  head,  and  fenestrated  metal  flanges 
from  the  shaft  of  the  prosthesis  to  the  under- 
side of  the  cap  provided  strength,  stability 
and  a large  surface  area  for  bone  ingrowth.5 

The  Neer  hemiarthroplasty  was  used  for 
approximately  20  years  with  good  results, 
provided  the  soft  tissues  of  the  joint  were 
adequate  and  an  appropriate  rehabilitation 
program  was  followed.  Problems  arose,  how- 
ever, when  the  surrounding  musculotendinous 
rotator  cuff  was  deficient  or  the  articular  sur- 
face of  the  glenoid  was  abnormal.5  Thus,  in 
the  early  1970s,  shoulder  hemiarthroplasty 
gave  way  to  total  shoulder  arthroplasty, 
which  involved  the  replacement  of  both  the 
humeral  head  and  the  glenoid. 

A nonconstrained  total  shoulder  arthroplas- 
ty consists  of  two  unconnected  components, 
humeral  and  glenoid,  that  rely  on  the  sur- 
rounding ligaments  and  musculotendinous 
rotator  cuff  for  stability.  The  most  widely 
used  nonconstrained  implant  has  been  the 
Neer  II  system,  introduced  in  1973.  This 
design  consists  of  a cobalt  chromium  humeral 
component  which  articulates  with  a polyethy- 
lene glenoid  component.2,5  Nonconstrained 
shoulder  prostheses  have  several  advantages 
over  constrained  designs.  They  better  re-cre- 
ate normal  anatomy,  allowing  for  a greater 
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Figure  1.  Modular  components  of  a nonconstrained 
shoulder  prosthesis. 

range  of  motion,  and  place  less  stress  on  the 
bone-prosthesis  interface.  These  are  two 
major  factors  that  have  led  to  much  greater 
success  rates  with  the  nonconstrained  designs 
compared  to  the  constrained  devices. 

One  of  the  more  recent  advances  in  total 
shoulder  arthroplasty  has  been  the  develop- 
ment of  modular  implants.  These  implants 
feature  a two-pieced  humeral  prosthesis, 
composed  of  separate  intramedullary  and 
humeral  head  components  which  lock  togeth- 
er (Fig.  1).  Modular  systems  offer  distinct 
advantages  over  traditional,  one-piece  sys- 
tems. By  allowing  the  surgeon  to  select  the 
medullary  and  humeral  head  components  that 
best  suit  the  patient’s  anatomy,  they  facilitate 
a customized  fit,  and  eliminate  the  surgeon's 
reliance  on  one-piece,  pre-selected  sizes.  Fur- 
thermore, modular  implants  can  facilitate 
revision  glenoid  surgery  by  allowing  removal 
of  the  humeral  head  with  retention  of  a well- 
fixed  humeral  stem.6 


INDICATIONS  FOR  TOTAL  SHOUL- 
DER ARTHROPLASTY 

As  a general  rule,  total  shoulder  arthroplasty 
is  indicated  in  those  cases  where  a patient  has 
disabling  shoulder  pain  and  reduced  range  of 
motion  that  does  not  respond  to  conservative 
treatment  (ie,  rest,  physical  therapy  and  anti- 
inflammatory medication).57  While  the  causes 
of  intractable  shoulder  pain  are  many,  the 
most  common  diagnoses  for  patients  who 
receive  a total  shoulder  arthroplasty  are 
osteoarthritis,  rheumatoid  arthritis, 
osteonecrosis,  acute  fracture  and  post-trau- 
matic arthritis.1  Other  less  common  indica- 
tions for  total  shoulder  arthroplasty  include 
rotator  cuff  tear  arthropathy,  previous  failed 
surgery,  neoplasms,  dislocation  arthropathy, 
and  hemochromatosis  arthropathy.1 7 

An  absolute  contraindication  for  total 
shoulder  arthroplasty  is  active  sepsis,  either 
in  the  shoulder  region  or  at  a distant  site.  Rel- 
ative contraindications  include  any  neuropa- 
thy or  other  pre-existing  condition  that  would 
inhibit  the  patient’s  ability  to  comply  with  the 
postoperative  rehabilitation  program,  severe 
glenoid  bone  loss,  and  a deficient  deltoid 
muscle. 

It  is  important  to  stress  that  total  shoulder 
arthroplasty  is  a reconstructive  procedure  and 
not  a salvage  procedure.  If  one  waits  too  long 
once  the  patient  has  disabling  pain  and  is  los- 
ing motion,  the  surrounding  musculotendi- 
nous rotator  cuff,  ligaments  and  joint  capsule 
can  become  involved  in  the  disease  process 
and  deteriorate,  thus  compromising  the  poten- 
tial outcome  in  terms  of  functional  improve- 
ment. Glenoid  bone  stock  can  also  be  com- 
promised, thereby  limiting  the  use  of  a 
glenoid  component.  Good  to  excellent  pain 
relief  can  almost  always  be  obtained,  but  if 
the  soft  tissues  are  severely  involved,  the 
functional  results  will  be  more  variable. 

PREOPERATIVE  EVALUATION 

Adequate  preoperative  evaluation  for  total 
shoulder  arthroplasty  hinges  on  a thorough 
history,  physical  examination  and  a complete 
series  of  plain  radiographs  of  the  shoulder. 
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The  history  of  the  patient  should  he  taken 
carefully,  in  order  to  determine  the  nature  of 
the  patient’s  problem  and  whether  or  not  total 
shoulder  arthroplasty  is  indicated.  Candidates 
for  total  shoulder  arthroplasty  typically  pre- 
sent with  pain  that  is  insidious  in  onset,  pro- 
gressing over  months  to  years.  Pain  usually 
occurs  with  joint  movement,  hut  is  often  pre- 
sent at  night  as  well.  Physiotherapy  and  injec- 
tions usually  have  limited  effect  on  the  pain, 
and  medications  are  more  effective  in  the 
daytime  than  at  night.  Both  shoulders  may  be 
involved,  but  in  the  absence  of  rheumatoid 
arthritis,  multiple  joint  disease  is  uncommon.1 

If  the  patient  requires  more  than  one  joint  to 
be  replaced,  an  extensive  history  will  help  the 
surgeon  to  decide  in  which  order  to  replace 
the  joints,  based  on  the  nature  of  the  patient's 
disease  and  the  joints  involved.8  An  adequate 
history  will  also  help  the  surgeon  to  deter- 
mine whether  further  medical  workup  or 
treatment  is  indicated.19 

Preoperative  physical  examination,  as  with 
the  history,  should  be  extensive.  It  should 
focus  on  the  examination  of  the  shoulder 
muscles,  joint  motion,  rotator  cuff  function, 
and  shoulder  stability.  When  examining  the 
shoulder  muscles,  it  is  important  to  note  not 
only  the  strength  of  the  muscles,  but  the 
endurance  and  intrinsic  tone  as  well.  By 
examining  the  muscles  within  these  parame- 
ters, the  surgeon  will  be  able  to  better  evalu- 
ate, in  the  presence  of  limited  movement, 
whether  movement  is  limited  due  to  pain, 
nerve  paralysis  or  muscle  degeneration.9 

After  examination  of  the  shoulder  muscles, 
joint  motion  should  be  assessed.  There  is 
some  debate  over  the  exact  protocol  to  follow 
when  evaluating  and  recording  shoulder 
motion,  but  the  basic  parameters  of  examina- 
tion consist  of  evaluating  movement  in  four 
planes:  (1)  elevation;  (2)  external  rotation;  (3) 
internal  rotation;  and  (4)  shoulder  level 
adduction.10  In  most  candidates  for  total 
shoulder  arthroplasty,  range  of  motion  is 
commonly  restricted  by  one  half  to  two  thirds 
of  normal  in  all  parameters.1 

Following  evaluation  of  joint  motion,  the 


function  of  the  rotator  cuff  and  the  condition 
of  the  soft  tissues  must  be  determined.  This  is 
extremely  important,  as  the  success  of  non- 
constrained  shoulder  prosthcses  is  dependent 
on  their  stability.  The  surgeon  must  have  a 
good  understanding  of  the  condition  of  the 
rotator  cuff  and  soft  tissues  before  surgery,  in 
order  to  adequately  formulate  a plan  for  any 
intraoperative  restorative  procedures  that  may 
be  necessary.  The  presence  or  absence  of  a 
rotator  cuff  tear,  as  well  as  scarring  and 
degeneration  must  be  assessed.  If  a tear  is 
present,  it  must  be  determined  whether  it  is 
partial  or  full  thickness  . 

Anterior  capsular  contractures  must  also  be 
differentiated  from  mechanical  blocks  to  joint 
movement,  and  the  presence  of  loose  bodies 
in  the  joint  space  should  be  evaluated.  Thin- 
ning, stretching,  and  tearing  of  the  capsule,  as 
well  as  the  condition  of  the  synovial  lining 
should  be  assessed.9 

The  last  aspect  of  the  presurgical  physical 
examination  is  assessment  of  joint  stability. 
Conditions  such  as  subluxation  of  the  humer- 
al head  and  previous  surgeries  for  instability 
must  be  assessed  preoperatively,  so  that  they 
can  be  adequately  addressed  during  surgery.9 

After  a thorough  history  and  extensive 
physical  examination  have  been  conducted, 
radiographic  images  of  the  shoulder  must  be 
obtained.  These  provide  valuable  information 
regarding  the  condition  of  the  bone  and  soft 
tissues.  They  aid  in  the  assessment  of  bone 
stock,  bone  degeneration,  presence  of  osteo- 
phytes, and  the  relationship  of  articulating 
surfaces.2  Generally,  anteroposterior  views  of 
the  glenohumeral  joint  in  internal  and  exter- 
nal rotation  and  an  axillary  lateral  view  are 
sufficient,  although  scapular  lateral  views  are 
helpful  for  demonstrating  the  relationship  of 
the  humeral  head  to  the  scapular  spine,  cora- 
coid process  and  lateral  border  of  the  scapula 
(Fig.  2)."  Computerized  tomographic  scans 
can  be  used  to  better  evaluate  bony  defomi- 
ties  and  deficiencies,  especially  on  the 
glenoid  side  (Fig.  3). 12  Magnetic  resonance 
imaging  can  be  used  to  evaluate  soft  tissues, 
particularly  the  status  of  the  rotator  cuff.2  It 
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Figure  2.  Anteroposterior  radiograph  of  a 62-year- 
old  male  with  osteoarthritis  of  the  left  shoulder. 


Figure  3.  Computerized  tomographic  scan  of  the 
right  shoulder  in  a 57-year-old  female  with  severe 
posterior  erosion  of  the  glenoid  fossa  and  a large 
humeral  head  osteophyte. 

should  be  noted,  however,  that  advanced 
imaging  is  not  always  clinically  indicated 
preoperatively,  and  should  not  be  substituted 
for  a thorough  history,  physical  examination 
and  plain  radiographs. 

SURGICAL  ANATOMY  AND  TECH- 
NIQUE 

The  shoulder  is  unique  among  the  joints  of 
the  body,  due  to  its  reliance  on  the  surround- 
ing musculotendinous  rotator  cuff  for  stabili- 
ty. It  is  commonly  referred  to  as  a ball  and 
socket  joint,  analagous  to  the  hip  joint;  how- 
ever, unlike  the  hip,  the  shoulder  lacks  a true 


deep  bony  socket.  The  hip  joint  receives  a 
great  deal  of  its  stability  from  the  deep-seated 
relationship  of  the  femoral  head  to  the  acetab- 
ulum. The  shoulder,  in  contrast,  receives  most 
of  its  stability  from  the  joint  capsule,  capsulo- 
labral  ligamentous  complex  and  the  rotator 
cuff,  a support  structure  consisting  of  four 
muscles — supraspinatus,  infraspinatus,  teres 
minor,  and  subscapularis — and  their  tendons. 
These  muscles  act  together  to  steady  the 
humeral  head  as  it  moves  against  the  glenoid, 
and  prevent  impingement  of  the  humeral  head 
against  the  acromial  process  of  the  scapula 
during  abduction. 

The  surgical  procedure  is  done  in  the  semi- 
erect  beach  chair  position  under  either  gener- 
al anaesthesia  or  regional  interscalene  block. 
Due  to  the  shoulder’s  dependence  on  soft  tis- 
sues, great  care  must  be  taken  during  total 
shoulder  arthroplasty  to  preserve  and/or 
restore  as  much  soft  tissue  integrity  as  possi- 
ble. Although  many  surgical  approaches  have 
been  described,  the  most  common  approach 
in  use  today  is  the  anterior  deltopectoral 
approach.513  The  most  notable  advantage  of 
this  approach  is  that  it  preserves  the  anterior 
deltoid,  the  primary  flexor  of  the  shoulder,  as 
well  as  the  axillary  and  musculocutaneous 
nerves.  The  initial  incision  begins  at  the  supe- 
rior aspect  of  the  clavicle,  traverses  the  cora- 
coid process,  and  extends  down  the  anterior 
aspect  of  the  arm.  The  cephalic  vein  is  then 
identified  and  retracted  laterally  with  the  del- 
toid. This  is  followed  by  release  of  the  upper 
portion  of  the  pectoralis  major  tendon  as  well 
as  the  subscapularis  tendon  which  lies 
beneath.  Subsequently,  the  joint  capsule  is 
reflected,  and  the  humeral  head  is  dislocated 
anteriorly  via  external  rotation  and  adduction 
of  the  arm.  The  rotator  cuff  is  inspected,  and 
if  any  tears  are  found  they  can  be  repaired. 

The  humeral  head  is  resected  along  the 
anatomic  neck  and  the  medullary  canal  is 
reamed.  A body-sizing  osteotome  is  then 
employed  to  prepare  the  humerus  to  receive 
the  humeral  implant.  Prior  to  placement  of 
the  humeral  component,  the  glenoid  fossa  is 
debrided,  reamed  and  fitted  with  a solid 


October  1996 


429 


TOTAL  SHOULDER 
ARTHROPLASTY 


Figure  4.  Anteroposterior  radiograph  of  a 68-year- 
old  female  following  total  shoulder  arthroplasty. 


polyethylene  glenoid  component  which  is 
cemented  in  place.  Once  the  humerus  has 
been  reamed  and  sized,  a trial  reduction  is 
performed  with  various  humeral  head  and 
neck  sizes  to  obtain  the  best  fit  and 
appropriate  soft  tissue  tension  to  balance  and 
stabilize  the  shoulder  joint.  Once  the  correct 
sizes  are  determined,  the  humeral  component 
can  be  press-fit  or  cemented  into  the  humeral 
canal,  and  the  appropriate  head  and  neck 
component  impacted  onto  the  humeral  com- 
ponent (Fig.  4).  The  newly-replaced  humeral 
component  is  then  reduced  back  into  the 
glenoid  fossa  and  taken  through  a final  range 
of  motion  to  assess  stability.  The  subscapu- 
laris  tendon  is  secured  back  into  place,  and 
the  wound  closed.  If  there  is  limited  external 
rotation  of  the  shoulder  preoperatively,  the 
surgeon  can  lengthen  the  subscapularis  ten- 
don using  a number  of  different  techniques.13 


RESULTS 

Success  rates  for  nonconstrained  total  shoulder 
arthroplasty,  based  on  postoperative  pain 
relief,  increased  motion  and  improvement  of 
function,  have  been  shown  to  be  quite  high.  In 
a series  of  12  studies  encompassing  the  overall 
results  of  860  total  shoulder  arthroplasties 
using  the  Neer  II  system,  good  to  excellent 
post-operative  pain  relief  was  achieved  in  88 
to  93  percent  of  cases,  comparable  to  that  seen 
after  total  hip  and  knee  arthroplasty.14  In  at 
least  seven  of  the  studies,  100  percent  of 
patients  showed  functional  improvement  post- 
operatively.  Among  the  studies,  average  active 
forward  elevation  was  improved  by  12°  to  60°, 
and  average  external  rotatation  was  improved 
by  13°  to  29°.  In  a separate  study  involving  24 
total  shoulder  replacements  performed  on  20 
patients  with  rheumatoid  arthritis  and  class-IV 
function  (largely  or  wholly  incapacitated),  92 
percent  of  patients  had  no  appreciable  post- 
operative pain,  and  75  percent  had  no  signifi- 
cant post-operative  functional  limitation.'5 

The  overall  complication  rate  for  total  shoul- 
der arthroplasty  is  low,  with  the  most  common 
ones  being  (in  decreasing  order  of  frequency) 
instability,  rotator  cuff  problems,  ectopic  ossi- 
fication, glenoid  component  loosening,  intra- 
operative fracture,  nerve  injury,  infection,  and 
humeral  component  loosening.414 

Although  the  results  of  total  shoulder 
arthroplasty  are  promising,  it  should  be  noted 
that  the  overall  success  rate  is  markedly 
dependent  on  the  implementation  of  an  ade- 
quate postoperative  rehabilitation  regimen.  A 
physical  therapy  program  should  be  initiated 
immediately  after  surgery,  focusing  first  on 
range  of  motion  and  joint  mobility,  and  grad- 
ually expanding  to  include  muscle  strength- 
ening exercises.  The  surgeon  should  carefully 
monitor  overall  progress  and  modify  the  ther- 
apy program  based  on  the  patient’s  individual 
needs.  If  an  adequate  physical  therapy  regi- 
men is  implemented  early  and  tolerated  well 
by  the  patient,  an  excellent  functional  result 
can  be  expected."1  Any  pre-existing  condition 
that  would  potentially  limit  patient  compli- 
ance with  postoperative  rehabilitation  (i.e. 
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ongoing  substance  abuse  or  psychiatric  disor- 
der) should  be  considered  a relative  con- 
traindication to  total  shoulder  arthroplasty. 

CONCLUSION 

Although  the  number  of  total  shoulder  arthro- 
plasties performed  lags  behind  the  number  of 
other  major  joints  replaced,  it  is  nevertheless 
an  effective,  reliable  option  for  treatment  of 
diseases  and  fractures  involving  the  gleno- 
humeral joint.  It  is  important  to  emphasize 
that  this  is  a reconstructive  procedure  of  the 
shoulder,  and  not  a salvage  operation  to  be 
done  when  all  else  has  failed  and  there  is  sig- 
nificant destruction  of  bone  and  the  surround- 
ing musculotendinous  rotator  cuff.  Total 
shoulder  arthroplasty  has  been  shown  to  pro- 
vide excellent  pain  relief  and  restoration  of 
function,  with  a relatively  low  complication 
rate  comparable  to  that  seen  after  total  hip 
and  knee  arthroplasty.  Although  total  shoul- 
der arthroplasty  is  more  technically  challeng- 
ing than  other  joint  arthroplasties  due  to  the 
shoulder’s  reliance  on  soft  tissues  for  stabili- 
ty, excellent  results  can  be  expected  with  ade- 
quate preoperative  evaluation,  meticulous 
surgical  technique,  and  intensive  postopera- 
tive rehabilitation.  □ 
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WITH  CANCER  PAIN* 
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Advances  in  cancer  therapy  notwithstanding, 
most  patients  with  primary  cancer  will  suffer 
pain  at  some  time  (variously  estimated1  at  50- 
80  percent).  Office  management  with  anal- 
gesic drugs  remains  as  the  cost-effective 
mainstay  for  relieving  pain  in  the  vast  majori- 
ty of  cancer  patients,  reassuring  patient  and 
family  that  this  daunting  diagnosis  does  not 
necessarily  condemn  to  a life  sentence  of  pain 
and  misery.  Significantly,  cancer  patients 
won’t  seriously  consider  suicide  if  “...  more 
effective  drugs  to  relieve  severe  pain  ...”  are 
prescribed.2  The  bright  news  is  that  these 
drugs  are  at  hand  right  now,  the  sad  news  is 
that  we  all  too  rarely  use  them  properly.3 

Why  have  we  physicians  failed  so  miser- 
ably in  what  could  be  treated  so  readily  with 
everyday  medicines?  National  surveys  dis- 
close that  cancer  pain  is  undertreated  near- 
universally,  and  that  pain — and  the  fear  of 
more  intense  pain  and  suffering  to  come— 
preclude  living  life  to  the  fullest.11  The 
tragedy  is  that  suffering  needless  cancer  pain 
is  largely  preventable  by  adequate  conven- 
tional treatment — treatment  that  is  proven, 
relatively  safe,  simple  to  manage,  inexpen- 
sive, and  available  at  prescription  pharmacies 
throughout  the  state. 

The  “War  on  Drugs”  mentality  has  placed 
physicians  in  an  awkward  quandary:  denying 
those  who  seek  drugs  for  self-gratification, 
against  treating  compassionately  those  who 
require  drugs  for  the  relief  of  pain.  Concern 

*From  the  Carolina  Pain  Center  at  HealthSouth, 
Columbia,  SC. 

** Address  correspondence  to  Dr.  de  Jong  at  261  Branch 
Hill  Lane,  Columbia,  SC  29223-7400. 

‘Pharmacologists  recommend  the  term  “opiod”  over 
“narcotic”  as  the  latter  carries  not  only  an  unsavory 
connotation,  but  also  embraces  non-opiods  such  as 
cocaine  and  amphetamines. 


over  iatrogenic  drug  habituation,  combined 
with  inability  to  objectively  measure  pain, 
have  further  constrained  optimal  opioid  pre- 
scribing practice.  South  Carolina  physicians 
are  fortunate  in  that  our  State  Medical  Board 
supports  the  premise  of  opioid  dosing  ade- 
quate for  the  relief  of  pain  in  cancer 
patients — provided  that  the  need  is  properly 
documented,  and  that  prescriptions  span  a 
month  at  a time. 

Various  studies'  back  up  the  experience  of 
pain  physicians — addiction  is  extremely  rare 
(less  than  three  percent)  in  cancer  patients  on 
extended  opioid  therapy — occurring  mostly 
in  those  with  prior  history  of  recreational 
drug  misuse.  That  fact  alone  may  help  soothe 
family  concerns  and,  combined  with  explicit 
definition  of  terms  ( Table  /),  clarify  the  vast 
difference  between  drug  dependence  and  drug 
addiction. 

THREE  RULES  FOR  CANCER  PAIN 
MANAGEMENT 

( 1 )  Give  as  much  drug  as  needed  to  provide 
reasonable  pain  relief  balanced  against  tolera- 
ble sedation.  Doses  that  today  may  seem 
enormous  evolved  as  drug  tolerance  devel- 
oped, the  respiratory  center  accommodated, 
and  the  cancer  spread. 

(2)  Prescribe  pain  relievers  on  an  around- 
the-clock  (time-contingent)  schedule  rather 
than  on  an  as-needed  (pain-contingent)  basis. 
Playing  catch-up  with  pain — once  started — 
invariably  renders  poorer  pain  control  and 
requires  more  drug  overall.  Establish  a stable 
comfort  baseline  with  slow-release  medica- 
tion, supplemented  (when  needed)  with  rapid- 
release  drug  for  breakthrough  pain. 

(3)  Tailor  drug  and  dose  to  the  intensity  and 
source  of  the  pain.  That  is,  mild  drug  for  mild 
pain,  and  strong  opioid  for  agonizing  pain. 
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TABLE  I 

Tolerance  or  Addiction? 

Tolerance 

Normal  and  expected  opiod  receptor  response  after  a few  days.  Analgesic  efficacy 
seems  to  decline  and  inter-dose  interval  shortens.  No  psychologic  dependence — can 
stop  drug  consumption  if  pain  relieved. 

Dependence 

Normal  and  expected  opiod  receptor  response  after  a few  weeks.  Anticipate 
withdrawal  reaction  if  opiod  abruptly  stopped;  taper  drug!  No  psychologic 
dependence — can  stop  drug  consumption  if  pain  relieved. 

Drug  Abuse 

Drug  used  at  intervals  for  psychologic  (“recreational”)  boost.  Pain  relief  merely  is  a 
side  effect;  no  major  impact  on  lifestyle  yet. 

Addiction 

Dysfunctional  psychologic  dependence  on  central  drug  effect  at  any  cost. 
Overshelming  sociopathic  craving  to  acquire  drug  dominates  daily  living. 

Likewise,  opioid  analgesics  for  visceral  pain, 
anti-inflammatory  analgesics  for  bone  pain, 
and  anticonvulsants  for  nerve  pain. 

Complete  freedom  from  cancer  pain  may 
remain  an  elusive  goal  but  substantial  reduc- 
tion in  pain  intensity,  along  with  increased 
functionality,  need  not  be.  A proven  approach 
to  cancer  pain  relief  is  the  three-step  “ anal- 
gesic ladder”  promulgated  by  the  World 
Health  Organization's  Cancer  Pain  Relief 
Program.4  Eventually,  as  systemic  analgesics 
fail,  alternate  invasive  procedures  become  the 
court  of  last  resort5 — the  “fourth  step”  so  to 
speak. 

WHO  ANALGESIC  LADDER  FOR 
CANCER  PAIN  RELIEF 

STEP  I:  Nonopioid  Analgesics'.  Non-steroidal 
anti-inflammatory  agents  (NSAID)  such  as 
aspirin  or  ibuprofen  and  acetaminophen  (eg, 
Tylenol®);  provide  mild  to  moderate  analge- 
sia that  is  limited  by  a ceiling  effect.  Advan- 
tages of  NSAID  over  opioids  are  avoidance 
of  CNS  effects,  habituation  or  respiratory 
depression.  NSAID  are  useful  in  the  early 
phases  of  peripheral  soft  and  solid  tissue  can- 
cer pain,  and  mainstays  in  managing  primary 
or  metastatic  bone  pain.  Individual  variations 
in  analgesia  and  side  effect  profile  are  such 
that  NSAID  substitution  may  be  rewarding, 
even  within  the  same  drug  class  (eg,  ibupro- 
fen versus  ketoprofen).  Low  cost  and  over- 


the-counter  availability  make  NSAID  attrac- 
tive primary  or  opiate-adjunct  analgesics. 

Reduction  of  prostaglandin  biosynthesis  (by 
inhibiting  cyclo-oxygenase)  thins  the  protec- 
tive coating  of  the  gastric  mucosa  and  inhibits 
platelet  aggregation.  These  NSAID  side 
effects  can  be  worrisome  in  a debilitated  can- 
cer patient  because  of  poor  healing,  compro- 
mised immune  response  and  reduced  resis- 
tance to  blood  loss.  Acetaminophen  is 
antipyretic  and  analgesic,  but  only  weakly 
anti-inflammatory;  although  it  causes  less 
gastric  irritation  than  NSAID,  it  has  greater 
potential  for  hepato-renal  toxicity. 

STEP  IE  Weak  Opioid  (plus  non-opioid): 
When  more  potent  analgesia  is  required,  one 
turns  to  the  “weak”  opioids.  Commonly  used 
in  a fixed  ratio  oral  formulation  with  NSAID, 
these  opioids  also  can  be  given  singly  if 
NSAID  are  poorly  tolerated.  The  term  “weak 
opioids”  is  deceptive  for,  in  sufficient  dose, 
they  have  the  same  spectrum  of  adverse  phar- 
macologic actions  as  morphine. 

Widely  used  “weak”  opioids  are  codeine, 
oxycodone,  hydrocodone  and  propoxyphene 
(Darvon®).  Combined  with  NSAID,  weak 
opioids  are  quite  effective  because  of  dual 
central  (opioid  receptor)  and  peripheral 
(prostaglandin  synthesis  inhibition)  action. 
Fixed  combination  formulations  such  as  Per- 
codan®  (5  mg  oxycodone  plus  325  mg 
aspirin),  Tylenol  #3®  (30  mg  codeine  plus 
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300  mg  acetaminophen)  or  Vicodin®  (5  mg 
hydrocodone  plus  500  mg  acetaminophen) 
are  representative.  Propoxyphene’s  CNS- 
toxic  metabolite  (nor-propoxyphene)  makes  it 
unsuited  for  long-term  cancer  pain  manage- 
ment. 

Though  the  NS  AID  component  of  a fixed 
drug  combination  contributes  adjunct  analge- 
sia, and  lessens  the  chance  of  drug  diversion, 
it  precludes  flexible  dosing.  When  daily 
intake  begins  to  approach  the  toxic  NSAID 
limit  (eg,  2600  mg  acetaminophen),  separate 
prescriptions  of  “weak”  opioid  and  NSAID 
may  yet  delay  recourse  to  “strong”  step  III 
opioids. 

STEP  III:  Strong  Opioid  (plus  co-anal- 
gesic): This  final  step  on  the  WHO  analgesic- 
ladder  is  reserved  for  cancer  patients  with 
severe  pain,  escalating  beyond  the  more  lim- 
ited potency  of  the  weak  opioids.6  Cancer 
patients  reaching  step  III  already  have  been 
exposed  to  step  II  opioids.  Hence,  pure  opioid 


receptor  agonists  (eg,  morphine)  are  preferred 
over  mixed  agonist-antagonist  opioids  such 
as  pentazocine  (Talwin®)  or  nalbuphine 
(Nubain®),  and  partial  agonists  such  as 
buprenorphine  (Buprenex®)  that  could  pre- 
cipitate withdrawal  symptoms. 

Mixed  agonist-antagonist  or  partial  agonist 
opioids  have  other  undesirable  long-term 
properties  such  as  psychotomimetic  reactions 
and,  with  the  exception  of  pentazocine,  do 
not  offer  an  oral  dosage  form.  In  general  then, 
they  are  not  recommended  for  chronic  cancer 
pain.1-4  Meperidine  (Demerol®)  similarly  is 
not  favored  for  cancer  pain  management 
because  of  short  analgesic  duration,  poor  oral 
bioavailability  and  potential  for  accumulation 
of  the  neurotoxic  metabolite  nor-meperidine. 

Of  the  pure  agonists  listed  in  Table  II  mor- 
phine is  considered  the  gold  standard;  but 
equally  effective  alternatives  are  available. 
Oral  administration  of  morphine,  long  a com- 
pliance problem  because  of  short  duration  of 


TABLE  II 


Potent  Oral  Opioid  Agonists  for  Severe  Cancer  Pain 

(long-term  oral  therapy  in  adults) 

Analgesic  Drug 

Equivalent 

Inital  Oral 

Duration 

IM/Oral 

Comments  and  Cautions: 

(trade  name) 

(mg)1 

Dose  (mg) 

(hours) 

Potency2 

MORPHINE 

morphine  tablets 
(15  or  30  mg) 

30-60 

15-30 

3-4 

3 to  6 

Variable  GI  absorption  and  first  pass 
metabolism.  Use  IM/oral  potency  ratio  of 
3 at  first;  be  prepared  to  increase  dose 

morphine  solution 
(MS-1R) 

30-60 

20  (2-4  mg/ml) 
1 0-2 Omg/t spoon 

2-3 

3 to  6 

(up  to  double)  so  as  not  to  undermedicate, 
especially  with  extended  release.  Prevent 
constipation  from  start  of  therapy! 

morphine  solution 
( Roxanol ) 

30-60 

20  (20  mg/ml) 

2-3 

3 to  6 

Tablets  or  solution  useful  as  rescue  dose 
in  conjunction  with  extended  release  form. 

morphine  tabs  controlled 
release:  30,  60,  100  mg 
(MS-Contin;  Roxanol-SR) 

30-60 

30-60  and  up 

8-12 

3 to  6 

Dose  increases  as  tolerance  develops  and 
tumor  expands.  Extended  release  tablets 
provide  uninterrupted  sleep. 

morphine  suppository 
(5,  10  or  20  mg) 

30-60 

20 

( rectal ) 3 

3-4 

3 to  6 

Good  alternative  for  oral  route;  but  be 
careful  in  infection-prone  patients. 

HYDROMORPHONE 

Dilaudid  tablets 
(2  or  4 mg) 

4-8 

4 

3-4 

5 

High  dependency,  so  perhaps  reserve  for 
terminal  stages.  Good  for  rescue  dosing 
of  incident/breakthrough  pain. 

Dilaudid  suppos.  (3  mg) 

3-6 

3 

( rectal ) 3 

4 

5 

see  comments  above 

METHADONE 

Dolophine  tablets 
(5,  10  or  40  mg) 

20 

5-15 

5-6 

2 

Good  bioavailability.  Half  life  exceeds 
analgesic  duration,  so  may  accumulate. 

Good  maintenance  drug,  once  titrated.  Use 
morphine  or  hydromorphone  for  rescue  dose. 

methadone  solution 
(1,  2 or  10  mg/ml) 

20 

5-15 

5-6 

2 

Solution  colored  and  flavored. 

OXYMORPHONE 

Numorphan  suppos.  (5  mg) 

5 

NA 

3-4 

NA 

Numorphan  suppository  (5  mg)  considered 
equivalent  to  10  mg  morphine  IM. 

OXYCODONE 

oxycodone  tab  controlled 
release:  10,  20  or  40  mg 
(OxyCont in ) 

15-30 

10-20 

8-12 

NA 

High  bioavailability;  antitussive.  Two  (to 
three)  times  daily  dosing  permits  restful 
sleep.  Greater  potential  for  constipation. 
Good  alternative  to  slow  release  morphine. 

1.  Oral  equivalent  to  10  n 

2.  Ratio  of  oral  dose  equi 

3.  Rectal  dose  probably  si 

ig  morphine  g 
valent  to  sy 
milar  to  ora 

iven  IM 

stemic  dose;  the 
1. 

lower  the  nu 

nber,  the  greater  the  bioavailability. 
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action  (three  to  four  hours),  has  become  more 
acceptable  now  that  sustained  release  long- 
acting  (eg,  MS-Contin®  or  Roxanol-SR®) 
tablets  are  available,  requiring  only  bid  or  tid 
dosing.  Opioid  receptor  tolerance  develops 
with  time;  nevertheless  it  is  difficult  to  tell 
whether  increasing  opioid  dose  requirement 
heralds  tolerance,  tumor  extension,  or  both. 

Hydromorphone  ( Dilaudid® ),  a congener 
some  six  times  more  potent  than  morphine,  is 
an  excellent  choice  for  treating  breakthrough 
pain.  Methadone  (Dolophine®)  has  a half-life 
longer  than  analgesic  duration  so  that  drug 
accumulation  after  oral  dosing  requires  moni- 
toring for  several  days  until  patient  response 
is  stabilized.  Even  so,  high  bioavailability 
makes  methadone  a sound  choice  for  chronic 
oral  administration;  it  is  said  to  cause  less  of 
a “high”  than  morphine,  hence  its  common 
use  in  drug  maintenance  programs. 

As  in  step  11.  co-administration  of  NSAID 
offers  synergistic  pain  relief  (especially  when 
bone  and  soft  tissue  are  affected).  Be  aware 
that  opioid  requirement  increases  with  time — 
both  because  of  receptor  accommodation  (tol- 
erance) and  of  tumor  expansion  or  dissemina- 
tion. Indicators  for  raising  the  daily  mainte- 
nance dose  of  strong  opioid  are  increasing 
resort  to  rescue  doses,  and  shortened  inter- 
dose pain-free  interval. 

OPIOID  SIDE  EFFECTS 

Constipation  is  just  about  a given  when  using 
opioid.  Stool  softeners  such  as  docusate 
(Colace®),  bulk-forming  diet  (bran),  or  laxa- 
tives such  as  bisacodyl  (Dulcolax®)  or  lactu- 
lose (Chronulac®)  should  be  started  early  and 
continued  throughout  opioid  therapy  with  the 
goal  of  one  bowel  movement  every  two  to 
three  days.  If  not,  abdominal  distention  and 
ultimately  megacolon  or  even  bowel  obstruc- 
tion could  result.7 

Fear  of  respiratory  depression  from  opioids 
is  prevalent,  but  tolerance  occurs  rapidly. 
Respiratory  center  effects  cease  to  be  a threat 
with  continued  use;  in  any  event,  progressive 
slowing  of  respiration  offers  adequate  early 
warning.  Level  of  alertness  is  a simple  gauge 


of  central  opioid  effect  (and  that  includes  res- 
piratory drive):  increasing  somnolence  is  a 
warning  sign  to  decrease  opioid  dosage.7 

Nausea  may  occur  with  initial  opioid  thera- 
py, although  tolerance  usually  soon  develops. 
Antiemetic  therapy  with  oral  prochlorper- 
azine (Compazine®),  metoclopramide 
(Reglan®)  or  trimethobenzamide  (Tigan®) 
can  be  quite  effective.  If  vomiting  accompa- 
nies nausea,  these  can  be  given  intramuscu- 
larly or  rectally.7  Tigan®  suppositories  (200 
mg)  bid  or  tid  are  inexpensive  and  offer 
dependable  nausea  prophylaxis;  4 mg  intra- 
venous ondansetron  (Zofran®),  though 
expensive,  relieves  refractory  emesis  sec- 
ondary to  chemotherapy,  radiation,  or  opioid 
medication. 

The  oral  route  (Table  II)  of  analgesic 
administration  by  and  large  is  preferred. 
When  tablet  swallowing  becomes  difficult, 
first  switch  to  solutions,  elixirs,  or  syrups. 
Suppositories  of  hydromorphone  or  oxymor- 
phone  are  other  good  alternatives  but  require 
assistance.  Transdermal  patches  of  potent 
fentanyl  (Dermagesic®)  are  convenient  and 
effective  but  expensive,  providing  stable 
analgesic  blood  levels  for  up  to  three  days. 
Injection  of  opioid  analgesics  is  painful,  espe- 
cially if  tissue  loss  has  occurred,  and  drug 
absorption  may  be  erratic  when  perfusion  is 
poor. 

ADJUVANT  DRUGS 

Adjuvant  drugs  enhance  the  effects  of  anal- 
gesics (co-analgesics),  are  effective  in  neuro- 
pathic pain  (anti-convulsants),  reduce  anxiety 
and  depression  (antidepressants),  counteract 
opioid  side  effects  such  as  nausea  or  sedation 
(naloxone),  and  some  (steroids)  reduce 
inflammation  and  shrink  responsive  tumors.45 

Tricyclic  antidepressants  possess  modest 
intrinsic  properties  and  can  reinforce  the  anal- 
gesic effects  of  the  more  potent  drugs 
described  above.  These  co-analgesic  effects 
are  attained  sooner,  and  at  lower  dosage,  than 
the  anti-depressant  effect  that  may  take  weeks 
to  become  evident.  Amitriptyline  (Elavil®) 
has  become  the  practice  standard  and  can  be 
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given  in  small  amounts  (10-25  mg  to  start)  at 
night  to  induce  sleep  without  causing  exces- 
sive sedation;  counteracting  depression  and 
stimulating  appetite  are  additional  benefits. 
Tricyclic  antidepressants  with  fewer  side 
effects  (eg,  nortriptyline  or  trazodone)  may  be 
substituted  if  desired. 

Effective  in  neuropathic  pain — where  opi- 
oids are  least  effective — but  at  the  price  of 
hematopoietic  risk,  are  anticonvulsants  such 
as  carbamazepine  (Tegretol®).  Gabapentin 
(Neurontin®)  reputedly  is  effective  against 
neuropathic  pain  with  fewer  adverse  effects. 
Baclofen  (Lioresal®),  a skeletal  muscle 
relaxant,  has  been  tried  for  neuropathic  pain 
of  central  origin;  use  it  cautiously  with  opi- 
oids. Clonazepam  (Klonopin®),  a benzodi- 
azepine, is  said  to  relieve  deafferentation 
pain,  but  likewise  should  be  used  cautiously 
with  opioids.  Often,  these  drugs  are  analgesic- 
in  sub-therapeutic  doses,  thus  reducing 
adverse  effects. 

Cancer  patients  are  fearful  about  their  dis- 
ease, the  treatment,  and  the  eventual  out- 
come. Anxiolytics  such  as  benzodiazepines 
(eg,  diazepam  or  lorazepam),  hydroxyzine 


(Vistaril®),  buspirone  (BuSpar®),  or  others 
may  be  useful.  Should  somnolence  from 
heavy  opioid  intake  interfere  with  the 
patient’s  lifestyle,  an  amphetamine,  given  in 
the  morning,  may  be  of  help.  Amphetamines 
should  be  used  cautiously — if  at  all — in  the 
elderly,  diabetic  or  hypertensive  patient.  □ 
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HIV  POST-EXPOSURE  PROPHYLAXIS:  COMPLEX  ISSUES 
IN  HEALTH  CARE  WORKER  MANAGEMENT 

“ Chance  favors  the  prepared  mind  ” 

— Louis  Pasteur,  1822-1895 


The  Centers  for  Disease  Control  and  Pre- 
vention (CDC)  new  HIV  post-exposure  pro- 
phylaxis (PEP)  guidelines'  were  summarized 
in  a recent  editoriaP  on  antiretroviral  drug 
therapies.  Needlesticks  and  other  occupation- 
al exposures  to  HIV-infected  blood  are  a sig- 
nificant concern  for  today’s  health  care  work- 
ers (HCWs)  and  demand  immediate  and 
proper  response.  Current  estimates  suggest 
over  a half  million  needlestick  injuries  occur 
each  year  nationally.  In  South  Carolina  there 
are  at  least  1 ,300  needlesticks  and  400  blood/ 
body  fluid  exposures  annually  (Palmetto  Hos- 
pital Trust,  unpublished  data).  In  an  ideal 
world,  full  utilization  of  primary  prevention 
measures  would  eliminate  most  exposures.  In 
reality,  timely  secondary  prevention  with  PEP 
must  be  provided  to  today’s  front-line  HCWs. 
The  goal  of  PEP  is  to  reduce  to  the  lowest 
possible  level  the  worst  possible  outcome, 
namely  occupational  HIV  infection.  Previ- 
ously, the  only  hard  data  in  the  decision  pro- 
cess was  that  the  risk  of  needlestick-associat- 
ed  HIV  infection  without  PEP  is  approxi- 
mately 0.3  percent  (one  in  333). 

Major  risk  factors  for  HIV  infection  from 
occupational  exposure  were  recently  elucidat- 
ed by  the  CDC3  and  include:  (a)  deep  injury, 
(b)  terminal  illness  in  the  source  patient,  (c) 
visible  blood  on  the  device,  and  (d)  device 
use  in  an  intravascular  procedure.  Further, 
post-exposure  zidovudine  use  was  shown  to 
significantly  reduce  the  risk  of  acquiring  HIV 


by  approximately  79  percent,  providing  the 
first  widely  available  documentation  of  the 
efficacy  of  PEP.  The  June  7 MMWR  contain- 
ing the  interagency  workgroup’s  provisional 
recommenda-tions'  for  PEP  represent  the  first 
such  nationally  published  specific  guidelines; 
these  are  rapidly  becoming  adopted  as  the 
“standard  of  care”  for  needlestick  manage- 
ment at  many  institutions.4 

The  narrow  window  of  opportunity  to  initi- 
ate PEP  is  probably  the  most  critical  element 
in  the  decision  process  but  is  often  delayed. 
Responding  to  a HCW  potentially  in  need  of 
PEP  should  be  considered  a “stat”  procedure, 
and  the  agent(s)  should  be  started  ideally 
within  one  to  two  hours  of  the  exposure,  but 
allowable  within  the  first  day  or  so.  Three- 
day  PEP  “starter  packets”  offer  a variety  of 
advantages,  chiefly  the  opportunity  to  reeval- 
uate the  situation  in  the  light  of  day  with 
additional  opinions  and  information  such  as 
the  results  of  an  HIV  test  on  the  source 
patient.  The  choice  of  agent(s)  is  perhaps 
more  complex  and  subjective,  although  the 
June  7 MMWR  suggests  a standardized 
approach.  One  month  dosages  of  the  three 
recommended  drugs  (zidovudine,  lamivudine, 
and  a protease  inhibitor  | PI J ) have  been  spec- 
ified. Using  a double  dose  for  “loading”  may 
increase  the  initial  gastric  upset  but  offers  the 
theoretical  advantage  of  high  plasma  and 
cytoplasm  levels  when  needed  most.  Synergy 
between  zidovudine  and  lamivudine  has  been 
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reported,  and  these  agents  act  at  a site  reason- 
able for  PEP  use.  Since  the  site  of  action  of 
Pis  is  post-transcriptional  as  new  virion  pro- 
teins are  being  matured,  any  advantage  of 
inclusion  of  a PI  in  a PEP  regimen  is  purely 
theoretical.  The  choice  of  PI  is  probably  not 
critical;  side  effect  profiles  and  availability 
are  factors.  If  the  source  patient  is  known  to 
have  taken  the  agent(s)  being  considered  for 
PEP.  there  is  a chance  that  resistance  has 
developed,  especially  if  compliance  was  spo- 
radic. Hypothetically,  the  ideal  agent(s) 
would  be  those  to  which  the  patient  and  his 
HIV  had  never  been  exposed. 

The  decision  analysis  process  regarding 
PEP  should  be  considered  as  a multitude  of 
difficult  issues  to  be  factored  together  into  a 
multivariate  equation  with  weighted  vari- 
ables, rather  than  viewed  as  a simple  branch- 
ing decision  tree  with  a few  dichotomous 
variables  commonly  perceived  as  mutually 
exclusive  events.  Nonetheless,  the  two  major 
factors  are  the  intensity  of  the  HCW  exposure 
to  blood/bloody  body  fluids  and  the  viral  load 
of  the  source  patient  (see  table). 

Understandably,  HIV-exposed  HCWs  have 
many  concerns  which  factor  into  the  PEP 
decision  and  which  were  not  addressed  in  the 
June  7 recommendations: 

> a desire  for  further  protection  against  an 
already  low  risk  of  HIV  infection  is  often 
weighed  against  suboptimal  scientific  data, 
PEP  side  effects,  fears  regarding  a potentially 
onerous  PEP  decision  and  management  pro- 
cess, personal  distress,  sexual  caveats,  poten- 
tial for  event  disclosure  and  loss  of  confiden- 
tiality, followup  issues,  and  a multitude  of 
other  complex,  often  personal  factors; 

>-  the  HIV  status  of  the  source  patient  is 
often  not  known  at  the  time  of  the  exposure 
(current  recommendations  and  protocols 
assume  that  the  source  patient  is  both  known 
and  known  to  be  HIV-infected);  often  blood 
must  be  drawn  and  tested  expeditiously 
enough  for  the  results  to  factor  into  the  imme- 
diate PEP  decision  process; 

>-  many  HIV-exposed  HCWs  and  their 
providers  often  need  to  acquire  further  data 


and  opinion  to  make  a PEP  decision  while 
under  the  duress  of  time  and  anxiety;  the  cur- 
rent mindset  is  to  provide  timely  enough  PEP 
to  “beat  the  virus  to  the  starting  line”  (i.e.,  our 
cell’s  cytoplasm)  prior  to  HIV’s  reverse  tran- 
scription and  viral  genome  integration  with 
resultant  chromosomal  immortalization; 

>-  many  HCWs  have  concerns  about  possi- 
ble PEP  side  effects,  especially  if  pregnant; 
although  approximately  three  of  four  HCWs 
experienced  significant  side  effects  of  short- 
term previously  high  dose  zidovudine 
monotherapy,5  with  about  30-50  percent  of 
HCWs  discontinuing  PEP  prematurely,  the  cur- 
rently-recommended lower  doses  should 
reduce  toxicity;  the  theoretical  issue  of  poten- 
tial long-term  major  complications  of  short- 
term use  of  PEP  agent(s),  especially  in  preg- 
nancy, is  but  a minor  consideration  at  this  time; 

>■  on-site  availability  of  appropriate  PEP 
within  the  first  few  hours  is  a widely  variable, 
given  that  about  half  of  the  state’s  health  care 
facilities  currently  do  not  have  any  written 
post-exposure  management  protocols  or 
much  (if  any)  antiretroviral  drug  availability 
on  site,  and  most  front-line  emergency 
department  and  other  physicians  and  nurses 
have  little  experience  in  PEP  management 
with  the  currently  recommended  agents; 

>-  the  need  for  the  availability  of  “expert 
opinion”  and  personal  and  institutional  sup- 
port in  both  the  initial  PEP  decision  process 
and  in  followup. 

Individuals  and  institutions  providing  PEP 
feel  an  urgent  need  to  respond  to  legitimate 
HCW  concerns  by  updating  or  developing 
management  protocols.  In  today's  rapidly 
changing  health  care  settings,  numerous 
issues  are  being  raised.  These  include:  (a) 
educating  and  updating  staff  about  exposures, 
risks,  prevention  and  protocols,  (b)  determin- 
ing the  HIV  status  of  the  source  patient  when 
unknown  (SC  #44-29-230  allows  testing 
“without. ..consent”),  (c)  upgrading  or  provid- 
ing stat  laboratory  HIV  testing  procedures, 
(d)  patient,  HCW  and  institutional  confiden- 
tiality and  liability  issues,  (e)  providing  on- 
site medical  expertise  as  well  as  access  to 
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TABLE  (adapted  from  references  1,2,4) 

HIV  POST-EXPOSURE  PROPHYLAXIS  (PEP) : ANTIRETROVIRAL  THERAPY  CONSIDERATIONS 


INTENSITY 
OF  HCW 
EXPOSURE 
TO  BLOOD 
OR  BLOODY 
FLUIDS: 

SOURCE 
PATIENT 
HIV+,  WITH 
VIRAL  LOAD 
(OR 

CLINICAL 

STATUS): 

HIGH: 

known  high  titer  (or 
pre-terminal  AIDS 
or  acute  HIV 
infection) 

MODERATE: 

known  intermediate 
titer  (or  patient  is 
"symptomatic") 

LOW: 

known  low  titer 
(or  patient  is 
asymptomatic) 

HIGH: 

(percutaneous 
deep  injury  and/or 
large  bore  needle 
used  in  vascular 
access;  or 
prolonged  large 
volume  blood 
mucocutaneous 
contact) 

Recommend 
and  strongly 
encourage 

PEP  with  3 agents* 

i.e.,  A2T  plus  3TC 
and  a protease 
inhibitor 

* for  comments  on 
choice  of  agents, 
see  text 

Recommend  and 
strongly  encourage 

PEP  with  2 
or  3 agents* 

Recommend 

PEP  with  2 
(or  3)  agents*  i.e., 
A2T  plus  3TC,  +/-  a 
protease  inhibitor 

(Some  experts  would 
choose  just  2 agents) 

MODERATE: 

(not  deep  or  large 
bore  needle,  but 
with  visible  blood 
or  vascular  use;  or 
large  volume  OR 
prolonged  muco- 
cutaneous contact) 

Recommend 
and  strongly 
encourage 

PEP  with  2 
or  3 agents* 

Recommend 

PEP  with  2 
(or  3)  agents* 

Recommend 

PEP  with  2 
(or  3)  agents* 

LOW: 

(superficial 
puncture  without 
above  factors;  or 
small  volume  brief 
muco-cutaneous 
contact) 

Offer  or 
recommend 

(only  if  fresh 
portal  of  entry) 

PEP  with  2 agents* 

Offer  or  recommend 

(only  if  fresh  portal  of 
entry)  PEP  with  1 
(or  2)  agents* 

Offer  or  recommend 
(only  if  fresh  portal  of 
entry)  PEP  with  1 (or 
2)  agents*  (Some 
experts  would  merely 
"consider"  PEP) 

outside  experts,  (f)  deciding  who  will  pre- 
scribe PEP  and  manage  the  HCW,  (g)  making 
subtle  but  important  distinctions  in  the  guide- 
lines’ language  (“strongly  encourage”  vs. 
“recommend”  vs.  “offer”),  (h)  deciding  which 
antiretroviral  agent(s)  to  provide  and  why,  (i) 
deciding  how  best  to  provide  stat  access  to 
the  PEP  agents  on  site,  and  (j)  deciding  who 
will  fund  the  PEP  (the  costs  of  the  three  PEP 
medications  are  approximately  $900-1,000 
for  the  month)  and  the  clinical  followup. 

A related  issue  is  consideration  of  PEP  for 
one-time  non-occupational  exposures,  such  as 
sexual  or  needle-sharing,  which  have — on  a 
per  event  basis — an  HIV  risk  of  roughly  the 
same  order  of  magnitude  as  that  of  a needle- 
stick.  This  issue  arises  not  uncommonly  in 
management  of  sexual  assault  victims,  where- 
in the  current  standard  of  care6  is  to  provide 
anti-bacterial  prophylaxis  with  a stat  combi- 
nation of  anti-syphilis,  anti-gonorrhea,  and 


anti-chlamydia  therapy  as  primary  prophylax- 
is. Considerations  regarding  prophylaxis 
against  HIV  often  arise,  but  in  the  absence  of 
hard  data  or  national  recommendations,  the 
front-line  physician  has  little  guidance.  Is  it 
time  to  revisit  this  issue  as  well? 

Around  South  Carolina,  front-line  providers 
are  struggling  with  these  issues  in  the  process 
of  upgrading  or  developing  protocols  to  pro- 
vide HIV  PEP.  The  Palmetto  Hospital  Trust, 
the  workers’  compensation  organization  for 
many  hospitals'  health  care  workers,  recently 
sponsored  a symposium  and  a workgroup 
addressing  PEP  issues,  protocol  development, 
management  concerns,  and  resource  alloca- 
tion. Also,  many  members  of  the  SC  Infec- 
tious Diseases  Society  (SCIDS)  and  the  SC 
Chapter  of  the  Association  of  Professionals  in 
Infection  Control  and  Epidemiology  (APIC) 
are  strategizing  on  ways  to  assist  providers  in 
HCW  PEP  management.  It  is  this  author’s 
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opinion  that  Infectious  Disease  and  other 
physicians  and  professionals  proficient  in 
PEP  issues  and  antiretroviral  therapy  man- 
agement should  serve  as  accessible  consul- 
tants to  HIV-exposed  HCWs  and  their 
providers  in  the  “front  lines.” 

The  axiom  to  “hit  early,  hit  hard”2  for  HIV 
holds  doubly  true  for  HIV  PEP  for  HCWs. 
We  should  develop  a heightened  awareness  of 
and  written  protocols  to  address  the  many 
PEP  issues,  prior  to  being  confronted  by  an 
anxious  HCW  in  urgent  need  of  antiretroviral 
agents  and  management  at  an  inopportune 
moment  or  too  late  for  intervention.  For  our 
front-line  health  care  workers  we  should  do 
no  less. 

Robert  T.  Ball,  Jr.,  M.  D„  M.  P.  H. 
Bureau  of  Preventive  Health  Services 
SC  DHEC 
2600  Bull  Street 
Columbia,  SC  29201 
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SESQUICENTENNIAL  OF  THE  ETHER  DOME 


On  October  16,  1846,  Dr.  William  T.  G. 
Morton  (1819-1868),  a dentist  and  medical 
student,  demonstrated  successfully  and  pub- 
licly the  use  of  inhaled  ether  as  an  anesthetic. 
The  site  was  Massachusetts  General  Hospital; 
the  patient  was  Mr.  Gilbert  Abbott;  and  the 
surgeon  was  the  renowned  Dr.  John  C.  War- 
ren who  painlessly  removed  a tumor  from  the 
neck  of  Mr.  Abbott.  Dr.  Warren  is  said  to 
have  exclaimed  after  the  procedure,  “Gentle- 
men, this  is  no  humbug!” 

Morton,  who  administered  the  anesthetic 
with  an  inhalation  device  of  his  own  design, 
would  not  reveal  the  identity  of  the  agent.  He 
called  it  “Letheon”  and  planned  to  patent  it 
and  profit  from  its  use.  This  was  not  success- 
ful; the  secret  of  the  identity  of  Letheon  was 
soon  out  (thanks  mostly  to  the  integrity  of 
two  famous  surgeons.  Dr.  Warren  and  Dr. 
Henry  J.  Bigelow);  and  its  use  in  the  United 
States  and  Europe  escalated.  Morton  soon 
gave  up  the  practice  of  dentistry  and  the  study 
of  medicine  to  devote  himself  to  anesthesia, 
and  was  very  active  during  the  Civil  War  in 
giving  anesthesia  to  the  troops. 

While  Morton  is  credited  with  giving  to  the 
world,  albeit  reluctantly,  the  gift  of  painless 


surgery,  the  first  physician  to  use  ether  to 
relieve  pain  during  a surgical  procedure  was 
Dr.  Crawford  Williamson  Long  (1815-1878). 
On  March  30,  1842,  Long  removed  a tumor 
from  the  neck  of  a friend,  James  M.  Venable, 
who  was  under  the  influence  of  ether  and 
experienced  no  pain.  Dr.  Long,  a country 
practitioner  from  Jefferson,  a small  town  in 
Georgia,  did  not  publish  the  results  of  this 
surgery  until  1849,  probably  waiting  for  a 
more  impressive  operation  on  which  to 
report. 

Dr.  Long  refused  to  take  part  in  the  brouha- 
ha that  arose  about  the  "real”  discoverer  of 
anesthesia.  Oliver  Wendell  Holmes,  when 
asked  his  opinion,  said  that  "the  credit  might 
well  be  given  to  ‘e[i]ther’.” 

In  honor  of  Crawford  Long,  March  30  is 
now  celebrated  as  “Doctors'  Day”  throughout 
the  United  States. 

Betty  Newsom 
Waring  Historical  Library 

Cover  photo  is  of  Robert  Hinckley’s  Ether 
Day  which  is  housed  in  the  Francis  A.  Count- 
way Library  of  Medicine.  Boston. 
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Alliance  Page 


SCMAA  HEALTH  PROMOTION  1996-  97 


This  year  the  alliance  health  promotion  activities  will  reflect  President  Janelle  Othersen’s 
theme,  “The  Community  of  Family.”  Projects  and  activities  are  planned  in  the  following  areas  of 
focus. 

SAVE  (Stop  America’s  Violence  Everywhere).  Termed  the  disease  of  the  '90s,  family  vio- 
lence is  as  complex  and  life-threatening  as  any  of  the  killer  diseases  of  the  past  two  centuries. 
The  alliance  will  promote  awareness  of  this  problem  and  support  victims.  SCMAA  will  join  the 
AMAA  by  participating  in  the  second  annual  SAVE  Today  on  October  9.  This  year’s  theme  is 
“SAVE-A-SHELTER” 

IMMUNIZATIONS  for  VACCINE  PREVENTABLE  CHILDHOOD  DISEASES  We  will 

promote  the  need  to  protect  children  under  the  age  of  two  against  the  complications  of  pre- 
ventable childhood  diseases.  We  want  every  child  in  South  Carolina  to  have  a personal  immu- 
nization card  (provided  by  SCDHEC).  To  achieve  this,  county  alliance  members  will  contact  the 
primary  care  physicians  in  their  county  to  promote  the  use  of  the  card.  There  are  important  rea- 
sons for  each  child  to  have  the  personal  immunization  card.  It  will  help  eliminate  “missed  oppor- 
tunities”— patient  appointments  with  a primary  provider  at  which  an  immunization  was  due.  but 
was  not  given.  It  will  eliminate  confusion  on  the  need  for  on-time  immunizations  for  the  patient 
who  may  have  more  than  one  health  care  provider.  Jesse  E.  Greene,  Director  of  the  Immunization 
Division  of  DHEC,  announced  in  July  that  the  recommended  childhood  immunization  schedule 
will  be  expanded.  The  expansion  will  include:  Varicella  vaccine  at  the  12-18  month  visit;  during 
the  preadolescent  visit,  any  child  attending  the  6th  grade  is  eligible  for  MMR  vaccine  and  Hepati- 
tis B vaccine  and  other  vaccines  for  children  meeting  specified  high-risk  criteria. 

TEEN  PREGNANCY  PREVENTION  and  ADOLESCENT  HEALTH  Latest  data  show 
that  one  in  five  girls  in  South  Carolina  will  be  pregnant  before  her  18th  birthday.  The  alliance 
must  continue  to  promote  an  increased  awareness  of  this  major  health  problem.  We  have  reprint- 
ed 75,000  Teen  Direct  Line  Cards.  The  cards  list  "hotline”  numbers  for  services  needed  by  teens 
in  crisis.  School  nurses  will  be  distributing  the  cards  statewide  as  will  local  alliances. 

The  SCMAA  will  continue  to  support  the  SCMA  in  its  promotion  of  health  education  projects 
and  activities  in  the  state.  In  addition,  we  will  stimulate  and  assist  in  the  development  of  pro- 
grams to  meet  local  community  health  needs. 

Bettye  Anne  Chambers  (Mrs.  Joe  Carroll)  Raye  Ann  Osborne  (Mrs.  Granger  C.) 

Health  Promotion  Co-Chair  Health  Promotion  Co-Chair 
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WANTED:  PRIMARY  CARE  PRACTICES: 
UCI  MEDICAL  AFFILIATES,  INC.,  - 
DOCTOR’S  CARE,  PA  is  currently  expanding 
in  South  Carolina!  Seeking  Primary  Care  medical 
practices  for  merger/acquisition.  Would  also 
consider  specialty  practices.  Please  direct  CVs, 
correspondence  to  UCI  Medical  Affiliates,  Inc. 
(dba  Doctor's  Care,  PA),  1901  Main  Street,  Suite 
1200,  Mail  Code  1105,  Columbia,  SC  29201, 
Attn:  Practice  Acquisitions. 

ENDOCRINOLOGY,  FAMILY  PRACTICE, 
INFECTIOUS  DISEASE:  Practice  opportunities 
in  Orangeburg  County  for  experienced  practition- 
ers and  graduating  residents/fellows.  Practice  ini- 
tiation assistance  and  relocation  allowance  are 
available.  Located  at  the  junction  of  1-26  and  1-95, 
35  minutes  to  Columbia  and  65  minutes  to 
Charleston.  Achieve  financial  success  in  a non- 
competitive environment  while  enjoying  a superi- 
or quality  of  life.  Contact  Dr.  Chermol,  The 
Regional  Medical  Center,  at  (800)  866-6045. 
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COULD  YOU  USE  AN  EXTRA  $10,000? 


The  Army  Reserve  will  pay  you  a yearly  sti- 
pend which  could  total  in  excess  of  $10,000  in  the 
Army  Reserve’s  Specialized  Training  Assistance 
Program  (STRAP)  if  you  are  a resident  in: 
general  surgery,  cardiothoracic  surgery,  periph- 


eral vascular  surgery,  colon-rectal  surgery, 
orthopedic  surgery,  neurosurgery,  urology, 
anesthesiology,  diagnostic  radiology,  family 
practice,  emergency  medicine  or  internal 
medicine. 

Once  you  complete  your  residency  you 
will  have  opportunities  to  continue  your  edu- 
cation and  attend  conferences.  Your  commit- 
ment in  the  Army  Reserve  is  generally  one 
weekend  a month  and  two  weeks  a year  or  12 
days  annually.  You  can  also  choose  a non- 
active assignment  and  receive  one-half  of  the 
authorized  stipend. 

Get  a maximum  amount  of  money  for  a 
minimum  amount  of  service.  Find  out  more  by 
contacting  an  Army  Reserve  Medical  Counselor. 
Call: 

1-800-USA-ARMY 


ARMY  RESERVE  MEDICINE.  BE  ALL  YOU  CAN  BE 


How  Can  My  Office  Manager  Reach 
Me  Directly  When  I'm  Making  Rounds? 


PCS  From  Cellular  One 

That's  How.  

Portable  Communication  Solution  s>-  ’ 


Running  a practice  and  caring  for  patients 
can  be  a real  challenge.  What's  the  best  way 
to  give  both  the  attention  they  deserve?  Use  the 
perfect  communication  solution  for  physicians, 
PCS  from  Cellular  One.  It  lets  you  select  a suite  of 
personalized  solutions  that  meet  your  practice's 
unique  communications  needs. 

There  are  lots  of  solutions  to  choose  from. 
Like  the  National  Cellular  One  Network — which 
automatically  delivers  calls  to  more  than  4,500 
cities  across  the  U.S.A.  So  when  you're  at  a con- 


vention learning  about  new  medical  techniques, 
your  office  can  just  dial  your  Cellular  One 
number  and  the  call  goes  right  through. 

There's  also  paging — which  lets  you  effec- 
tively screen  calls  so  you  can  return  important 
ones  quickly  and  efficiently.  And  the  bill's 
included  with  your  monthly  Cellular  One 
statement,  so  you  don't  have  the  hassle  of  extra 
paperwork. 

PCS.  It's  not  for  everyone.  It's  for  you.  Only 
from  Cellular  One. 


I 

Call  1-  800  - 950  - 7871 


It’s  Just  That  Easy. 

CELLULARONE’ 

i=n=)  Service 


Portable  Communication  Solutions  is  a service  mark  of  GTE  Mobile  Communications  Service  Corp. 


Thornton  & Thorne  give  the  medical  community  something  to  think  about  this  month. 


HOW  LONG  WILL  $1,000,000  LAST? 


$1 ,000,000  sounds  like  a lot  of  money.  That’s  because  we’re  used  to  thinking  in 
terms  of  income  rather  than  capital.  However,  if  we  consider  the  income  that 
$1 ,000,000  will  produce,  it  doesn’t  seem  like  much.  The  following  table  shows 
how  many  years  $1 ,000,000  will  last.  The  table  assumes  spendable  dollars  (i.e. 
after  income  taxes  in  a 35%  combined  federal  and  state  bracket). 


INTEREST  RATE 

MONTHLY 

INCOME 

6% 

8% 

10% 

$5,000 

27.0 

38.0 

Forever 

$6,000 

20.0 

24.8 

36.0 

$7,000 

16.0 

18.7 

23.0 

$8,000 

13.4 

15.1 

17.5 

$9,000 

11.6 

12.7 

14.3 

$10,000 

10.2 

11.0 

12.1 

Example:  If  you  begin  with  $1,000,000  and 
continuously  earn  8%  interest,  you  can  withdraw 
$6,000  per  month  for  24.8  years.  The  fund  will  then 
be  depleted. 


The  chart  on  the  previous  table  shows  how  many  years  $1,000,000  will  last.  It’s 
useful  to  calculate  how  much  capital  you  need  to  provide  for  your  family  in  the 
event  of  your  death  or  for  yourself  at  retirement. 

If  you  want  to  accumulate  a fund  of  $1 ,000,000  in  the  future,  the  following  chart 
shows  how  many  years  it  will  take. 


INTEREST  RATE 


MONTHLY 

SAVINGS 

6% 

8% 

10% 

$1,000 

29.5 

24.5 

22.2 

$1,500 

24.5 

20.8 

18.9 

$2,000 

20.8 

17.9 

16.5 

$2,500 

18.7 

15.8 

14.5 

$3,000 

15.8 

14.5 

12.8 

Example:  If  you  earn  8%  per  year  and  can  save 
$2,000  per  month,  it  will  take  17.9  years  to 
accumulate  $1,000,000. 


Views  expressed  herein  are  those  of  the  authors  only  and  in  no  way  represent  the  SCMA.  We  do  not  give  tax 
advice.  Only  your  attorney  and  accountant  are  qualified  to  do  so. 


Carolina  Physicians 
Advisory  Service 


Billy  M.  Thornton 
John  T.  Thorne 


Serving  the  members  of  the  South  Carolina  Medical  Community. 
P.O.  Box  688  • Columbia,  SC  29202  • (803)  254-0002  • Fax  (803)  765-2403 


1 -800-742-3669 


“I  have  a very  select  practice. 


DR.  ARTHUR  WILLIAMS,  DIRECTOR  OF  HEALTH  SERVICES 
SOUTHSIDE  HEALTHCARE,  INC.,  ATLANTA,  GA 


Dr.  Williams  doesn’t  see  just  anyone. 
Only  those  who  need  him  most. 


As  director  of  health  services  at 
Southside  Healthcare,  one  of  the 
nations  five  largest  community 
health  centers,  Dr.  Williams  oversees 
a team  of  health  care  professionals 
that  managed.  153,000  patient  visits 
last  year. 


Dr.  Williams’  career  reflects  his  com- 
mitment. He  worked  as  a pharma- 
cist, then  went  back  to  school  and 
earned  his  MD.  He  paid  for  medical 
\school  by  committing  to  work  three 
years  at  a community  health  center 
— Southside.  Nine  years  later,  he’s 
still  there,  still  giving. 


The  Sharing  the  Care  program 
donates  Pfizer’s  full  line  of  single- 
source pharmaceuticals  to  medically 
uninsured,  low-income  patients  of 
federally  qualified  centers  like 

of  those  who, 


bouthside,  in  support 
like  Dr.  Williams,  are  part  of  the  cure. 


Sharing  the  Care:  A Pharmaceuticals  Access 
Program  is  a joint  effort  of  the  National 
Governors’  Association,  the  National  Association 


of  Community  Health  Centers  and  Pfizer. 


We’re  part  of  the  cure. 


Of  An  Operation 

That'll  Make 
You  Feel  Better 


As  an  Air  Force  Reserve  physician, 
you'll  experience  all  the  rewards  of 
providing  care.  And  then  some. 

Because  as  part  of  our  nation's  vital 
defense  team,  you'll  help  protect 
the  strength  and  pride  of  America. 

In  the  Air  Force  Reserve,  you'll  feel 
the  excitement  a change  of  pace 
brings  as  you  gain  the  prestige  of 
military  rank  and  the  privilege  of 
working  with  some  of  the  world's 
best  medical  professionals.  And, 
you  can  update  your  knowledge 
through  the  Air  Force  Reserve's 
wide  selection  of  continuing  edu- 
cational opportunities. 

With  our  new,  flexible  schedule 
programs,  it's  never  been  easier  to 
give  something  back  to  your 
country. 

The  Air  Force  Reserve.  It's  a great 
way  to  serve. 

Call:  (803)566-4910 

Or  write  To: 

MSGT  KIM  DRAPER 
AFRRCS/RSHS 
105  Arthur  Dr,  RM  1 12 
Charleston  AFB,  SC  29404-4823 


A GREAT  WAY  TO  SERVE 
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FOLLOW-UP  OF  NICU  GRADUATES 
CONSERVATION  BREAST  THERAPY 
IF  AND  WHEN  YOU  ARE  SUED 
DOCUMENTATION  OF  DOMESTIC  VIOLENCE 


WHY  HIRE  A 
PHYSICIAN  ASSISTANT? 


Physician  Assistants  (PAs)  are  health  care  professionals  who,  under  direct  or  indirect 
supervision  of  physicians,  provide  medical  services  that  would  otherwise  be  performed 
by  physicians.  Until  a change  in  PA  practice  regulations  a few  years  ago.  South  Carolina 
was  not  a particularly  hospitable  practice  environment  for  PAs.  Now,  however,  PAs  can: 

• Write  prescriptions  within  an  approved  formulary 

• Practice  under  "off  site"  supervision  up  to  80%  of  the  time 

• Make  nursing  home  rounds  every  other  visit 

• Do  admission  H & Ps 

• Pull  first  call  for  your  practice 

• Order  and  interpret  laboratory  and  other  diagnostic  tests 

• Diagnose  health  problems 

• Develop  treatment  plans 

• Make  hospital  rounds 

• Serve  as  "House  Officer"  in  your  hospital 

• Enable  Rural  Health  Clinic  status 

• Perform  QA  functions 

• Perform  patient  education 

• First  Assist  in  surgery 

What  does  all  this  mean  to  your  practice?  It  means  more  time  for  you  to  spend  with 
more  complicated  patients.  It  means  time  for  CME  or  (what  a concept)  time  with  your 
family.  It  means  being  able  to  expand  your  practice  to  allow  access  to  previously  under- 
served populations.  It  means  cost-effective  quality  health  care  for  a greater  number  of 
people. 

For  more  information  about  hiring  a PA  and  what  they  can  do  for  you,  call  (803)  792- 
6490  or  write: 


Arnold  E.  Metz , Jr.,  M.  A.,  PA-C 
Program  Director,  MUSC  Physician  Assistant  Program 
Wachovia  Bank  Building  Suite  403 
Charleston , SC  29425-2703 


She  isn’t  sure  if 
she  needs  a 


PAD)  IV  Plus 


isi 


f 


No  one  mentioned  o preauthorization.  Is  that 
something  you  can  give  her?  By  the  way,  what 
is  a preauthorization? 

Mix-ups  like  this  throw  your  practice's  schedule 
off  and  frustrate  patients.  So  head  off'  problems, 
and  run  your  office  smoothly  with  PAID  IV  Plus. 

PAID  IV  Plus.  Companion  Technologies'  private 
label  version  of  The  Medical  Manager,  is  the 
complete  practice  management  software  system 
that’s  easy  to  use.  With  just  a few  simple  keystrokes, 
you'll  master  managed  care  functions,  including:  '* 

Quickly  checking  for  treatment 
preauthorizations  and  patient  eligibility 

Maintaining  insurance  policy  limits 

Handling  multiple  insurance  providers 
for  a single  patient 

Producing  numerous  practice  reports 
mid  analyses 

Knowing  which  services  are  not  covered 

PAID  IV  Plus  actually  makes  "managed  care" 
manageable.  And  your  life  a lot  less  complex. 

Learn  what  else  PAID  IV  Plus  can  do  for  you. 

Call  Companion  Technologies  for  information  or 
to  schedule  a system  demonstration. 

1-800-382-PAID  (7243) 
or  fax  (803)  699-2384 

PAID  IV  Plus.  Because  patients  can't  remember 
everything,  and  you  have  to. 


■ Wu 


Vi* 


PAID  IV 

Plus 


Companion  Technologies 

Modern  technology  for  practice  management. 


SOUTH  CAROLINA  MEDICAL  ASSOCIATION 
PATIENTS’  BILL  OF  RIGHTS 


1.  The  patient  should  he  given  a full  explanation  of  benefits  offered  by  the  managed  care  organization,  as  well 
as  an  explanation  of  restrictions  and  limitations  in  the  plan. 

The  managed  care  and  insurance  industries  should  develop  plan  descriptions  that  detail  benefits  available  under  the 
plan  in  language  easily  understood  by  the  average  patient.  Additionally,  patients  should  be  made  aware  of  plan 
restrictions  on  choosing  their  physician  or  hospital  and  limitations  on  treatment  options,  hospital  stays,  and  financial 
incentives  employed  by  the  managed  care  organization. 

2.  The  patient  should  he  given  full  disclosure  about  the  relationship  of  the  managed  care  organization, 
physicians,  and  hospitals. 

Managed  care  organizations,  physicians,  and  hospitals  who  contractually  reward  physicians  and  hospitals  for 
limiting  care  provided  patients  should  fully  disclose  these  financial  rewards  to  the  patient. 

3.  There  should  be  no  restrictions  on  the  ethical  obligation  of  the  physician  to  fully  discuss  the  availability  of 
diagnostic  and  treatment  options  as  well  as  providing  information  to  the  patient  about  medical  specialists. 

Restrictions  on  the  information  given  to  a patient  by  the  physician  about  the  best  available  medicine  are  unethical  ; 
and  cannot  be  tolerated.  Any  attempt  at  gagging  the  physician’s  duty  to  advocate  the  patient’s  best  medical  interests 
should  be  immediately  stopped. 

4.  The  patient  should  be  given  a choice  of  an  affordable  point-of-service  option  at  the  time  of  enrollment. 

Ethically,  a patient’s  choice  is  an  inalienable  right.  Patients  should,  at  the  time  of  enrollment,  and  for  30  days 
thereafter,  be  given  the  privilege  of  purchasing,  with  their  own  funds,  a point-of-service  option  that  allows  patients 
to  see  the  physician  of  their  choice. 

5.  The  patient  should  be  provided  a procedure  to  appeal  decisions  by  a managed  care  organization  that  deny 
access  to  services,  and  there  should  be  no  retaliation  against  a patient  for  utilizing  this  process. 

Disagreements  between  managed  care  organizations  and  patients  concerning  access  to  treatment  should  be  resolved  1 
through  an  appeals  process,  and  there  should  be  a guarantee  of  no  retaliation  against  a patient  who  chooses  to  utilize 
this  process. 

6.  Patients  should  be  given  sufficient  notice  when  their ’physiciaiv  is  dismissed  from  the  managed  care 

organization.  ifj 

Patients  develop  trust  in  physicians  and  hospitals  and  interruption,  of  this  trust  is  a serious  matter.  Patients  should 
always  have  ample  notice  of  a disruption  of  the  physician-patient  relationship. 

i 

7.  Patients  should  be  given  names  and  addresses  of  regulatory  agencies  capable  of  interceding  when  disputes 
between  managed  care  organizations  and  patients  cannot  be  reconciled. 

The  names  and  addresses  of  regulatory  agencies,  such  as  the'-Soutii  Carolina  Department  of  Insurance  and  the  I 
Department  of  Health  and  Environmental  Control,  should  be  made  available  to.patients  seeking  redress  of  their  : 
complaints  about  their  managed  care  organization.  J 


The  Patients'  Bill  of  Rights  is  an  official  policy  statement  approved  by  the  SCMA  Board  of  Trustees  for  dissemination  to  the 
members  of  the  SCMA  and  their  patients,  as  well  as  other  health  care  facilities. 


In  this  issue  of  The  Journal , you  will  find  printed  a copy  of  the  Patients'  Bill  of  Rights.  This 
document,  originated  by  the  Greenville  County  Medical  Society,  was  adopted  by  the  SCMA 
Board  of  Trustees  in  September  as  an  official  statement  of  SCMA’s  position  as  to  how  our 
patients  deserve  to  be  treated  when  they  contract  for  and  submit  to  health  care. 

It  is  a sad  commentary  that  we  have  had  to  go  so  far  as  to  write  down  an  inclusive  set  of  guide- 
lines defining  principles  we  have  always  understood  intuitively.  We  always  know  how  to  “do  the 
right  thing.” 


But  now  we  find  ourselves  in  a time  when  the  “right  thing”  doesn’t  always  seem  so  obvious.  Of 
course  patients  should  know  the  full  benefits,  restrictions,  and  limitations  of  their  health  plans.  Of 
course  patients  should  have  choice.  Of  course  there  should  be  no  restrictions  on  the  ethical  obli- 
gations of  the  physician  to  discuss  all  available  diagnostic  and  treament  options  with  the  patient. 

These  things  should  go  without  saying.  The  sanctity  of  the  physician-patient  relationship  has 
been  understood  and  implicitly  solid  since  the  first  attempt  at  healing  ever  occurred.  And  therein 
lies  the  problem:  in  the  latter  half  of  the  20th  century,  we  let  the  stranger  in. 

The  stranger.  For  future  reference,  I have  decided  to  use  this  term  to  refer  to  all  forces  intrusive 
in  the  physician-patient  relationship:  third  party  payors,  for-profit  health  care  corporations,  gov- 
ernment, and  political  groups.  There  is  no  room  for  anything  between  the  physician  and  the 
patient  but  the  hyphen. 


The  sooner  the  stranger  stops  looking  for  the  political  space  between  physician  and  patient 
where  there  is  none,  the  sooner  we  can  move  on  to  meaningful  health  care  reform. 


-sflaiflp 
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Carol  S.  Nichols,  M.  D. 
President 
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SCHOOL-AGE  OUTCOMES  OF  NICU  FOLLOW- 
UP GRADUATES* 


M.  S.  MARTIN,  Ph.  D.** 
H.  B.  LEVERETTE,  M.  A. 
J.  J.  FERLAUTO,  M.  D. 


Reducing  neonatal  mortality  and  improving 
outcome  are  primary  objectives  of  the  neona- 
tal intensive  care  unit  making  it  an  essential 
component  in  the  care  of  high-risk  infants. 
These  infants  have  a variety  of  diseases, 
impairments,  abnormalities  and  complica- 
tions that  are  common  for  term,  premature  or 
low  birth  weight  neonates.  Some  of  the  more 
common  problems  include:  mental  retarda- 
tion, cerebral  palsy,  visual  impairments, 
hydrocephalus,  intraventricular  hemorrhage, 
bronchopulmonary  dysplasia  and  necrotizing 
enterocolitis.  Although  data  suggest  that 
biomedical  factors  continue  to  pose  the  great- 
est risk  for  major  impairments,  technology 
has  improved  prognoses  significantly.  While 
the  outcome  for  high-risk  neonates  continues 
to  improve,  some  NICU  survivors  may  have 
long-term  disabilities. 123  Recent  evidence 
shows  that  although  some  of  these  long-term 
problems  may  result  from  a neonatal  condi- 
tion or  disease,  some  may  result  from  care  of 

*From  the  College  of  Health  Professions,  Medical 
University  of  South  Carolina,  Charleston,  SC;  and  the 
Neonatal  Developmental  Follow-up  Clinic,  Children’s 
Hospital  System,  Greenville,  SC. 

** Address  correspondence  to  Dr.  Martin  at  10  Quail 
Meadow  Lane,  Greenville,  SC  29617. 


the  infant  and/or  factors  in  her/his  environ- 
ment. Research  studies  show  a link  between 
socioeconomic  status  and  neurodevelopmen- 
tal  outcome.45  Infants  in  high  social  risk  cate- 
gories may  be  exposed  to  a different  set  of 
parental  factors  than  those  in  lower  risk 
groups.  These  factors  may  increase  the  risk  of 
both  poor  cognitive  outcomes  and  of  neglect 
or  abuse.  Landry6  presents  evidence  that  med- 
ical complications,  children's  cognitive  status 
and  mothers’  interactive  behaviors  are  signif- 
icantly associated  with  LBW  children’s  social 
competence. 

Several  long-term  outcome  studies  have 
reported  strikingly  similar  results  at  school- 
age.  These  findings  indicate  that  LBW  chil- 
dren are  more  than  twice  as  likely  to  have 
academic  difficulties.  Including  sociodemo- 
graphic factors  in  addition  to  medical  risk 
factors  increases  the  likelihood  of  predicting 
academic  deficiencies.7  8 910  Ornstein’s  review 
of  nine  studies  in  the  pre-surfactant  era  of 
school-age  follow-up  stated  that  although 
there  was  no  conclusive  correlation  between 
perinatal  course  and  school  outcome,  low 
socioeconomic  status  was  the  most  frequent 
predictor  of  poor  outcome.11  However,  most 
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survivors  have  mental  functioning  in  the  nor- 
mal cognitive  range.  He  further  slated  that 
there  appears  to  be  an  increased  need  for  spe- 
cial education  or  remedial  therapy  for  NICU 
survivors. 

High  quality  neonatal  care  and  follow-up 
combined  with  continued  social  intervention 
including  parental  education  should  continue 
to  decrease  the  risk  of  educational  under- 
achievement for  these  children. 

Setting.  Children’s  Hospital  is  part  of  the 
Greenville  Hospital  System  serving  approxi- 
mately 500, 000  people  in  the  upstate  of  South 
Carolina.  Children's  Hospital  is  one  of  two 
Le  vel  111  Neonatal  Intensive  Care  Units  in  the 
upstate.  The  neonatal  Developmental  Follow- 
up Clinic  follows  NICU  graduates  who  meet 
specific  criteria  suggesting  risk  for  develop- 
mental problems  (approximately  one-third  of 
NICU  discharges).  These  criteria  include 
birth  weight  below  1,500  grams,  length  of 
hospital  stay  greater  than  29  days,  mechanical 
ventilation  less  than  three  days,  neurological- 
ly  compromised,  treated  with  high  frequency 
oscillator  or  neonatologist  referral.  Currently 
there  are  736  active  patients.  Infants  are 
assessed  three  times  during  their  first  year 
and  annually  thereafter.  They  are  screened  for 
vision,  hearing,  speech,  cognitive  develop- 
ment and  motor  development  and  are  referred 
to  specific  services,  when  appropriate, 
through  six  years  of  age.  Clinic  data  analysis 
demonstrates  that  on  average  77  percent  of 
patients  keep  the  first  year  appointments  and 
52  percent  the  second  year.  By  six  years  of 
age  only  30  percent  of  the  initial  birth  cohort 
remain  active. 

Method.  Our  graduate  tracking  study  was 
initiated  in  Fall,  1992,  to  track  specific  NDFC 
graduates.  All  graduates  with  addresses  in 
Greenville  County  at  the  last  clinic  visit  and 
who  were  at  least  six  years  of  age,  eligible  for 
first  grade,  were  sent  letters  in  April.  1993. 
These  letters  requested  the  name  of  the  grad- 
uate’s school,  her/his  academic  performance 
and  permission  to  request  information  from 
the  school  principal.  Of  the  95  graduates,  53 
returned  at  least  some  of  the  information 


requested,  such  as  name  of  school.  The 
remaining  42  were  no  longer  living  in 
Greenville  County,  moved  with  an  expired 
forwarding  address  or  declined  to  participate. 
Of  the  95  graduates,  46  (48  percent)  returned 
enough  information  to  determine  gross  aca- 
demic performance  and  were  entered  into  the 
database.  Data  taken  from  clinic  charts  were 
gestational  age,  birth  weight.  Apgar  5 minute 
score  and  social  risk.  Some  data  were  not 
contained  in  individual  charts  and  are 
unavailable  for  data  analysis.  In  March,  1995, 
names  and  copies  of  permission  letters  were 
given  to  the  Greenville  County  School  Dis- 
trict psychologist  with  a request  for  academic 
test  scores. 

Sample  Characteristics.  The  46  graduates 
had  an  average  gestational  age  of  34  weeks 
(95  percent  Cl:  33.0  - 35.3)  and  an  average 
birth  weight  of  1913  grams  (95  percent  Cl: 
1650  - 2176).  Forty  percent  of  the  group  had 
Apgar  5 minute  scores  of  nine,  17  percent 
had  scores  of  seven  and  1 5 percent  had  scores 
of  eight.  Social  risk  was  assessed  with  Hack’s 
Social  Risk  Scale  score.  This  scale  uses  eth- 
nicity, maternal  education  and  parents’  mari- 
tal status  with  scores  ranging  from  0 to  3. 12 
The  group  with  lowest  social  risk,  0,  com- 
prised 67  percent  of  the  sample.  These  par- 
ents were  married,  with  a white  mom  com- 
pleting at  least  a high  school  education.  The 
next  most  frequent  category,  social  risk  of 
one,  comprised  20  percent  of  the  group, 
social  risk  two  comprised  1 1 percent  and  the 
highest  social  risk  group,  three,  made  up  only 
two  percent  of  the  sample. 

RESULTS 

Clinic  Test  Scores.  The  46  graduates  had  an 
average  Bay  ley  I MDI  score  of  98  (95  percent 
Cl:  92  - 104);  an  average  Bayley  I PDI  of  98 
(95  percent  Cl:  92  - 103);  an  average  Slosson 
IQ  score  of  99  (95  percent  Cl:  93  - 106);  an 
average  Peabody  Picture  Vocabulary  Test 
score  of  90  (95  percent  Cl:  83  - 97);  and  an 
average  Stanford-Binet  IQ  score  of  94  (95 
percent  Cl:  88  - 100).  Clinic  graduates  are 
within  normal  limits  for  these  assessments. 
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TABLE  I 

SOCIAL  RISK  SCALE  SCORE  AND  SCHOOL  ACHIEVEMENT  SCORES 

Scores 

Correlation 

p value 

Social  Risk  Scale  and  reading  achievement 

-0.46 

<0.05 

Social  Risk  Scale  and  math  achievement 

-0.45 

<0.05 

Social  Risk  Scale  and  language  achievement 

-0.50 

<0.05 

Social  Risk  Scale  and  three  Rs  composite 

-0.49 

<0.05 

School  Test  Scores.  Scores  provided  by  the 
Greenville  School  District  were  in  normal 
curve  equivalents  (NCE).  NCEs  closely 
approximate  percentile  scores.  The  mean  of 
this  standard  score  is  50  with  a standard  devi- 
ation of  2 1 . The  scores  retrieved  from  district 
records  were  averaged  for  each  child  across 
grades  and  used  to  calculate  the  following 
means:  reading,  53.3  (95  percent  Cl:  45.5  - 
61 .0);  math,  53.2  (95  percent  CE  44.6  - 61 .7); 
language,  52.5  (95  percent  Cl:  44.7  - 60.2); 
three  Rs  composite  score,  53.0  (95  percent 
Cl:  44.8  - 61.2).  Our  graduates  are  slightly 
above  the  average  of  50  and  well  within  nor- 
mal limits  of  these  school  tests. 

Research  Question.  How  well  does  the  clin- 
ic identify  children  with  potential  academic 
deficiencies,  how  successful  in  school  are 
clinic  graduates  and  does  social  risk  moderate 
outcomes?  To  answer  this  question  46  stu- 
dents had  sufficient  information.  Two  mea- 
sures were  compiled.  The  first  was  the  num- 
ber of  students  without  any  referrals  in  clinic 
records  (other  than  a home  occupational  ther- 
apy program  developed  by  clinic  staff  for  use 
by  a parent  or  guardian)  as  an  infant  and  who 
later  demonstrated  academic  problems  suffi- 
cient to  require  some  form  of  special  educa- 
tion, either  through  the  school  district  or  pri- 
vate formal  tutoring.  Only  two  students  or 
four  percent  of  the  sample  were  identified. 
One  of  these  two  students  was  receiving 
speech  therapy  through  the  school  system. 
She  was  not  referred  for  this  problem  by  clin- 
ic staff.  It  is  not  known  how  extensive  this 
problem  is.  The  other  child  was  being  pri- 


vately tutored  at  parent’s  request  after  repeat- 
ing K-5.  The  second  measure  was  the  number 
of  students  with  referrals  in  clinic  records  or 
who  have  documented  concerns  by  staff  for 
potential  academic  difficulties  but  whose  par- 
ents or  principal  did  not  report  special  educa- 
tion. The  number  of  students  in  this  category 
was  nine  or  20  percent.  It  appears  that  the 
clinic  is  conservative  in  attempts  to  identify 
children  with  future  scholastic  difficulties  or 
that  early  intervention  may  prevent  later 
school  problems. 

Twenty-five  (54  percent)  graduates  are  aca- 
demically mainstream  without  resource 
teachers,  speech  therapy  or  other  supplemen- 
tary assistance  while  21  (46  percent)  do 
require  some  form  of  academic  assistance. 
Eleven  (24  percent)  were  considered  low  nor- 
mal or  mentally  retarded  with  IQ  scores 
below  85. 

Social  risk  was  measured  by  assigning  a 
zero  or  a one  to  each  of  three  categories: 
maternal  education  (zero  for  high  school  or 
above);  parental  marital  status  (zero  for  mar- 
ried parents);  and  ethnicity  (zero  for  white). 
The  category  assignments  are  summed  for  the 
Social  Risk  Scale13  score.  This  ordinal  mea- 
surement ranks  social  risk  for  each  child. 
Lower  values  are  equated  with  lower  social 
risk  for  the  child.  Spearman  correlation  coef- 
ficients were  calculated  using  the  Social  Risk 
Scale  score  and  school  achievement  means. 
Results  presented  in  Table  I indicate  that  as 
the  child’s  social  risk  increases,  achievement 
test  scores  decrease.  It  is  interesting  to  note 
that  social  risk  is  as  good  a predictor  as  some 
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TABLE  II 

GESTATIONAL  AGE  IN  WEEKS  AND 
BIRTH  WEIGHT  IN  GRAMS  AND  SOCIAL 

SCALE  SCORES.  *p<0.03 

Social  Risk 

n 

Gestational 

Birth 

Scale  Score 

Age* 

Weight* 

0 

30 

35 

2230 

1 

9 

32 

1 320 

2 

5 

31 

1272 

3 

1 

31 

680 

of  the  standard  screening  tests. 

Chi-square  analysis  was  used  to  investigate 
social  risk  and  Apgar  scores,  gestational  age 
and  birth  weight.  Apgar  five  minute  scores 
did  not  differ  among  the  social  risk  groups. 
However,  both  gestational  age  and  birth 
weight  were  significantly  different  (p<0.03) 
for  higher  risk  children.  As  social  risk 
increases,  both  gestational  age  and  birth 
weight  decrease.  These  data  are  presented  in 
Table  II. 

CONCLUSION 

Children  are  remarkably  adaptable,  adjusting 
to  extreme  conditions  whether  physical,  men- 
tal or  social,  which  might  inhibit  success  in 
academic  activities.  The  conclusion  of  this 
study  indicates  that  even  though  infants  were 
at  risk  from  birth  for  academic  difficulties, 
many  have  achieved  at  a satisfactory  level 
within  the  public  education  system.  Further 
study  will  elucidate  the  social  risk  variable 
and  how  parental  education  might  be 
enhanced  to  compensate  for  adverse  effects. 
Continued  study  of  our  follow-up  children 
will  focus  on  identifying  behavioral  problems 
early  enough  to  refer  children  and  parents  for 
appropriate  intervention.  □ 


REFERENCES 

1.  Hack  M,  Taylor  H.  Klein  N,  Eiben  R,  Schatschnei- 
der  C,  & Mercuri-Minich  N.  School-age  outcomes 
in  children  with  birth  weights  under  750  g.  The  New 
England  Journal  of  Medicine  33 1 ; 1 2;753-59,  1 994. 

2.  Robertson  C,  Etches  P,  Goldson  E,  & Kyle,  J. 
Eight-year  school  performance,  neurodevelopmen- 
tal,  and  growth  outcome  of  neonates  with  bron- 
chopulmonary dysplasia:  a comparative  study.  Pedi- 
atrics 89;3;365-372,  1992. 

v Hack,  M.  Weiss  man  B.  Breslau  N.  Klein  N. 
Borawski-Clark  E & Fanaroff  A.  Health  of  very  low 
birth  weight  children  during  their  first  eight  years. 
The  Journal  of  Pediatrics  122:6:8X7-892.  1993. 

4.  Msall  M.  Buck  G,  Rogers  S,  Duffy  L,  Mallen  S,  & 
Catanzaro  N.  Predictors  of  mortality,  morbidity,  and 
disability  in  a cohort  of  infants  < 28  weeks’  gesta- 
tion. Clinical  Pediatrics  521-7,  1993. 

5.  Leonard  C,  Clyman  R,  Pieuch  R,  Juster  R.  Ballard 
R & Behle  M.  Effect  of  medical  and  social  risk  fac- 
tors on  outcome  of  prematurity  and  very  low  birth 
weight.  The  Journal  of  Pediatrics  116:4:620-26, 

1989. 

6.  Landry  S,  Chapieski  M,  Richardson  M,  Palmer  J & 
Hall  S.  The  social  competence  of  children  born  pre- 
maturely: effects  of  medical  complications  and  par- 
ent behaviors.  Child  Development  61:1605-16, 

1990. 

7.  McCormick  M,  Gortmaker  S & Sobol  A.  Very  low 
birth  weight  children:  behavior  problems  and  school 
difficulty  in  a national  sample.  The  Journal  of  Pedi- 
atrics 1 17:687-93.  1990. 

8.  Hack  M.  Klein  N & Taylor  H.  Long-term  develop- 
mental outcomes  of  low  birth  weight  infants.  The 
Future  of  Children  Low  Birth  Weight  5,1,176-196, 
1995. 

9.  Msall  M,  Buck  G.  Rogers  B.  Merke  D.  Catanzaro  N 
& Zorn  W.  Risk  factors  for  major  neurodevelop- 
mental  impairments  and  need  for  special  education 
resources  in  extremely  premature  infants.  Journal  of 
Pediatrics  1:119:606-14,  1991. 

10.  Resnick  M,  Roth  J,  Ariet  M,  Carter  R.  Emerson  J, 
Hendrickson  J,  Packer  A,  Larsen  J,  Wolking  W, 
Lucas  M.  Schenck  B,  Feamside  B & Bucciarelli  R. 
Educational  outcome  of  neonatal  intensive  care 
graduates.  Pediatrics  89:3:373-78,  1992. 

1 1 . Ornstein  M.  Ohlsson  A,  Edmonds  J & Asztalos  E. 
Neonatal  follow-up  of  very  low  birth- 
weight/extremely  low  birthweight  infants  to  school 
age:  a critical  overview.  Acta  Paediatr  Scand 
80:741-748,  1991. 

12.  Hack  M.  Taylor  G.  Klein  N.  Eiben  R.  Schatschnei- 
der  C & Mercuri-Minich  N.  School-age  outcomes  in 
children  with  birth  weights  under  750  g.  The  New 
England  Journal  of  Medicine  331:12:753-759,  1994. 

13.  Hack  M,  Taylor  H.  Klein  N.  Eiben  R.  Schatschnei- 
der  C & Mercuri-Minich  N.  School-age  outcomes  in 
children  with  biith  weight  under  750  g.  New  Eng- 
land Journal  of  Medicine  331:12;  753-9,  1994. 


454 


The  Journal  of  the  South  Carolina  Medical  Association 


CONSERVATION  BREAST  THERAPY  AT  ROPER 
HOSPITAL:  THE  EARLY  EXPERIENCE 


RICHARD  H.  FITZGERALD,  JR.,  M.  D * 
MARY  DECKER,  M.  D. 


The  evolution  of  medical  treatment  is  simul- 
taneously humbling,  gratifying  and  mar- 
velous to  witness.  The  opportunity  to  experi- 
ence a change  in  the  basic  conceptional 
approach  to  a disease  and  an  embracing  of  an 
entirely  different  biologic  paradigm  is  even 
more  invigorating.  The  approach  to  pain 
management  and  gastric  ulcer  disease  are  two 
processes  which  come  to  mind. 

The  discipline  of  oncology  has  undergone 
many  changes.  I wish  to  report  on  the  initial 
efforts  of  breast  preservation  in  the  circum- 
stance of  treatment  of  breast  malignancy  at 
Roper  Hospital  in  Charleston  South  Carolina. 

MATERIALS  AND  METHODS 

All  records  of  the  Roper  Hospital  Radiation 
Oncology  Department  coded  simply  as 
“breast”  were  reviewed  to  identify  the  set  of 
patients  treated  with  the  intention  of  breast 
preservation:  namely,  removal  of  less  than  the 
complete  breast  with  the  goals  of  providing 
cure  and  preserving  a breast  mound  while 
employing  breast  irradiation.  Patients  treated 
prior  to  1992  were  reviewed  to  allow  for  a 
minimum  of  five-year  period  of  observation. 
The  time  period  chosen  pre-dated  compre- 
hensive Tumor  Registry  information  and  a 
manual  search  was  required.  Patients  identi- 
fied in  this  manner  were  then  contacted  either 
personally  or  through  their  physicians  or  in 
follow  up  records  of  the  Radiation  Oncology 
Department  to  determine  survival  status, 
other  inter-current  illnesses,  and  whether  a 
recurrence  of  malignancy  had  occurred.  No 
attempt  was  made  in  this  review  to  define 
patient  satisfaction  or  cosmeses. 

*Roper  Hospital,  316  Calhoun  Street,  Charleston,  SC 
29401. 


Figure  1 

Age  at  Diagnosis 

Median  age  = 54 
Mean  age  = 57.34 


RESULTS 

There  were  58  patients  identified  to  have 
been  treated  with  the  intention  of  breast 
preservation  by  less  than  complete  mastecto- 
my and  the  incorporation  of  post  operative 
irradiation  between  the  years  of  1984  and 
1991  inclusive.  All  patients  who  began  irradi- 
ation concluded  treatment.  There  were  51 
Caucasian,  six  Black  and  one  Oriental 
patient.  They  were  referred  by  15  surgeons 
from  six  hospitals.  Patient  ages  range  from  29 
to  105  with  a median  of  54  and  a mean  of 
57.34  (see  Fig.  1 ).  There  was  a more  rapid 
increase  in  patient  accession  in  the  later  years 
of  this  period  of  observation  (Fig.  2).  Distri- 
bution varied  by  size  of  lesion  and  nodal  sta- 
tus. All  had  invasive  carcinoma.  Forty-one 
patients  had  stage  T1  disease  (less  than  2 cms 
in  greatest  dimension),  13  had  stage  T2  dis- 
ease (greater  than  2 but  less  than  5 cms).  Four 
were  staged  TX  (the  size  of  the  primary 
lesion  was  not  identified  in  available  records 
or  pathology  report).  Forty-eight  patients  had 
examination  of  axillary  nodes  with  no  malig- 
nancy identified  (PNO).  Eight  patients  did 
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Figure  2 

Number  of  patients  Treated 


Year  of  Diagnosis 


have  axillary  metastasis  (PNI).  Two  patients 
did  not  have  sampling  of  axillary  nodes 
(PNX). 

Of  the  58  patients  in  this  set,  four  died  with 
no  detectable  disease  of  causes  unrelated  to 
breast  malignancy.  Four  patients  had  moved 
from  the  Charleston  area,  were  lost  to  follow 
up  and  could  not  be  found  for  status  analysis. 
Thus,  there  were  50  patients  with  follow  up 
alive  at  five  years. 

One  of  the  50  patients  developed  a con- 
tralateral primary  carcinoma  eight  years  fol- 
lowing her  first  procedure  and  treatment.  She 
has  undergone  breast  preservation  therapies 
for  the  second  lesion.  One  patient  recurred  in 
the  same  breast  four  years  and  four  months 
following  her  initial  surgery.  At  the  time  of 
her  primary  treatment  there  was  a 2x2  cm 
lesion  with  very  close  positive  margins.  Five 
of  17  axillary  nodes  were  positive.  She 
received  treatment  to  the  breast  (50.4  Gy)  and 
supraclavicular  area  (45  Gy)  and  multi-course 
systemic  chemotherapy.  At  the  time  of  her 
recurrence  four  years  later  she  had  a com- 
pletely negative  presurgical  re-staging.  She  is 
without  evidence  of  disease  approximately 
one  year  following  resection  of  the  breast. 

Forty-nine  patients  (98  percent)  have  had 
no  recurrence  of  their  carcinoma. 

DISCUSSION 

Attempt  to  minimize  breast  disruption  by  lim- 
iting the  volume  excised  and  incorporating 
irradiation  has  seen  modern  attempts  begin- 
ning in  1945  with  Mustakallio.  Those  early 
efforts  were  re-analyzed  and  upgraded  with 


more  current  data  in  1969  and  long  term  sur- 
vival rales  were  found  to  be  comparable  to 
those  obtained  with  radical  mastectomy.1 

The  National  Surgical  Adjuvant  Breast  Pro- 
gram has  conducted  a series  of  studies 
attempting  to  analyze  the  natural  history  of 
breast  carcinoma  and  the  effect  of  treatment. 
Among  the  areas  studied  was  the  question 
whether  less  than  radical  surgery  would  give 
comparable  results  to  more  radical  and  then 
more  commonly  undertaken  surgery.  In  a 
series  of  successive  protocols  which  built 
upon  themselves,  it  was  concluded  that  cure 
rates  were  no  different  when  comparing  total 
mastectomy,  that  is  removal  of  the  breast 
without  removing  pectoralis  major  muscle 
and  axillary  nodes,  when  compared  with  sim- 
ilar patients  treated  with  a full  Halsted  radical 
mastectomy  which  did  remove  muscle.  There 
was  no  higher  risk  of  death  or  distant  disease 
with  the  lesser  procedure.  Furthermore,  it  was 
subsequently  shown  that  segmental  mastecto- 
my (removal  of  the  primary  lesion  and  the 
immediately  adjacent  normal  breast  tissue) 
followed  by  breast  irradiation  did  not  com- 
promise survival  or  disease  free  survival 
when  compared  with  total  mastectomy.2 

The  complexity  of  treatment  and  the  contri- 
butions of  multiple  specialists  in  the  modern 
treatment  of  early  breast  cancer  have  resulted 
in  the  unusual  alliance  of  multiple  specialties 
and  the  promulgation  of  a position  paper  enti- 
tled “Breast  Conservation  Treatments.”  This 
was  published  by  the  American  College  of 
Radiology,  the  American  College  of  Sur- 
geons, College  of  American  Pathologists  and 
Society  of  Surgical  Oncology.  That  consensus 
recommendation  states:  "The  primary  lesion 
should  be  excised  with  the  rim  of  grossly  nor- 
mal tissue,  avoiding  excessive  sacrifice  of 
breast  tissue. ..Drains  generally  should  be 
avoided...”  The  consensus  paper  states  that  it 
is  the  surgeon’s  responsibility  to  attempt  to 
achieve  the  best  cosmetic  result  possible. 
“The  breast  incision  and  axillary  incision 
should  be  separate.  The  continuous  dissection 
from  the  breast  into  the  axilla  is  likely  to  pro- 
duce unsightly  deformities.  The  exception 


456 


The  Journal  of  the  South  Carolina  Medical  Association 


CONSERVATION 


BREAST 

may  be  an  axillary  primary  that  can  be  rapid- 
ly removed  through  the  axillary  incision.”' 
The  surgical  refinement  mentioned  above  has 
been  possible  and  local  recurrence  rates  with- 
in the  breast  approximate  six  percent.45 

There  has  been  a general  trend  among  sur- 
geons to  acknowledge  the  difference  between 
simple  mastectomy  quadrantectomy  and 
lumpectomy  and  a recognition  that  it  is  possi- 
ble to  remove  less  breast  tissue,  produce 
uninvolved  margins  with  resultant  maximiza- 
tion of  residual  breast  tissue.  This  has 
evolved  simultaneously  with  the  contribu- 
tions of  anatomic  pathology  in  the  subtlety  of 
histologic  interpretation,  margin  involvement, 
lymphovascular  space  infiltration  and  necro- 
sis while  offering  greater  prognostication  by 
analyzing  cell  ploidy,  S phase  quantification 
and  hormone  receptor  status. 

Current  understanding  of  breast  carcinoma 
behavior  champions  the  notion  that  distant 
expression  of  disease  is  often  caused  by  the 
presence  of  micro  metastasis  at  a time  much 
earlier  than  had  been  anticipated  in  the  classi- 
cal sense.6  Thus,  it  became  possible  to  consid- 
er the  distinction  between  the  treatment  of  the 
primary  breast  lesion  and  the  treatment  of 
potentially  metastatic  disease. 

The  Roper  Hospital  experience  began  when 
in  1984  the  first  patient  self  referred  by  her 
own  preference  for  partial  mastectomy  and 
radiation  therapy.  Subsequent  patient  accrual 
was  initially  slow  and  selective  in  that  in-situ 
carcinoma  and  patients  with  obesity  and  poor 
cosmetic  potential  were  excluded.  It  has 
become  more  accepted  and  has  allowed  the 
development  of  a method  of  treatment. 
Implementation  of  new  treatments  require, 
among  other  things,  education,  technology, 
equipment,  the  development  of  a system  pro- 
viding for  a consistent  goal  while  allowing  an 
ability  for  versatility  and  individualization. 


THERAPY  

The  50  patients  mentioned  above  were 
referred  by  15  surgeons  from  six  institutions. 
They  were  treated  on  six  Mv  and  Cobalt 
machinery  by  three  Radiation  Oncologists. 
There  was  a spectrum  of  techniques  utilized 
and  evolved  to  allow  for  differences  in 
patient’s  size,  geometry  and  comfort  needs. 

SUMMARY 

The  preliminary  analysis,  done  at  five  years, 
of  the  initial  population  of  women  treated  at 
Roper  Hospital  with  the  intention  of  breast 
preservation  is  consistent  with  and  not  at 
variance  with  results  from  larger  series  and 
institutions.  Fifty  patients  are  available  for 
analysis  from  five  to  12  years  following 
breast  irradiation.  One  has  recurred  in  the 
treated  breast.  One  has  had  a contralateral  pri- 
mary carcinoma.  Forty-nine  (98  percent)  have 
had  no  recurrence  of  their  primary  breast 
lesion  and  none  developed  metastases.  □ 
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CHARLES  A.  BETRAND,  M.  D.* 


Having  served  as  an  expert  witness  for  defen- 
dant physicians  in  cardiology  cases  for  the 
past  two  decades,  I’d  like  to  express  a few 
thoughts  regarding  malpractice  defense. 

Doctors  and  lawyers  “think”  differently.  In 
medicine,  physicians  reason  in  a forward  log- 
ical manner  using  history,  examination  and 
various  studies  to  arrive  at  a diagnosis  and 
then  treat  the  patient:  we  seek  accuracy  and 
truth.  For  attorneys,  it  is  just  the  opposite — a 
lawyer  starts  with  a conclusion  and  then  rea- 
sons backwards.  Whether  he  be  for  plaintiff 
or  defense,  he  represents  a client  and  then 
seeks  out  facts  (if  available),  then  theories, 
and  especially,  witnesses  to  buttress  his  case. 
The  dollar  sign  also  enters  the  equation.  A 
common  problem  suit  involves  a patient 
being  seen  in  the  Emergency  Room  and  then 
discharged  home  and  dying  after  an  interval 
of  time.  If  this  be  a young  patient  (with 
appropriate  monetary  calculations  of  years  of 
work  to  age  65,  interest,  loss  of  consortium, 
pain  and  suffering,  etc.),  it  is  a big  case  and 
he  looks  for  a “big  hit.”  But,  given  the  same 
facts  and  change  only  the  age  of  the  patient  to 
85  years  why  suddenly  “this  is  God's  will.” 
(The  patient  being  many  years  past  his  or  her 
life  expectancy).  This  is  how  attorneys  evalu- 
ate a case. 

An  interesting  example  occurred  that  was 
published  in  the  Book  Review  section  of  the 
New  York  Times  on  March  3,  1996:  a review 
by  Nicholas  Lemann  of  the  first  book 
released  on  the  0.  J.  Simpson  trial.  It  was  by 
Allan  Dershowitz,  a noted  criminal  lawyer  on 
the  Harvard  faculty  who  has  an  affinity  for 
appearing  on  television.  In  his  review,  Mr. 
Lemann  quotes  from  an  earlier  book  by  Der- 
showitz, Reasonable  Doubts : “A  criminal 
trial  is  anything  but  a pure  search  for  truth. 

*60  North  Port  Royal  Drive,  Hilton  Head  Island.  SC 
29928. 


When  defense  attorneys  represent  guilty 
clients — as  most  do,  most  of  the  time  their 
responsibility  is  to  try,  by  all  fair  and  ethical 
means,  to  prevent  the  truth  about  their  clients’ 
guilt  from  emerging.  Failure  to  do  so  is  mal- 
practice. The  truth  itself  is  not  germane  to  the 
issue  but  is  sort  of  an  incidental  finding.  Win- 
ning is  everything  and  the  only  important 
thing  in  law,  as  espoused  by  many  attorneys.” 
I quote  this  because,  in  the  current  lexicon,  we 
should  know  where  the  lawyers  are  “coming 
from.” 

We  receive  excellent  traditional  advice  on 
how  to  prevent  and  manage  malpractice  suits. 
Most  of  all  we  must  practice  good  medicine, 
keep  excellent  records,  and  not  tamper  with 
the  records  (unless  contemporaneously  and 
then  by  drawing  a line  through,  dating  it.  ini- 
tialing, etc.).  Certainly  a good  patient-doctor 
relationship  is  most  helpful.  We  should  keep 
records  of  phone  calls,  notify  patients  of 
abnormal  lab  findings,  etc.,  etc.  I would  like 
to  emphasize  a few  other  points. 

The  medical  record  is  key  and  should  be 
well  known  and  understood  by  the  defendant 
physician.  But  what  is  written  is  important 
and  the  writing  should  be  to  the  point  and  cir- 
cumspect. In  a recent  case  an  intern  had  been 
called  in  the  middle  of  the  night  to  examine 
an  elderly  lady  who  fell  out  of  bed.  Apparent- 
ly he  was  rather  annoyed  at  the  time  and  he 
wrote  this  bit  of  poetry  on  the  chart, 

“a  lil  old  lady 

fell  out  of  bed, 

a lil  bit  higher  and 

she  would  have  been  dead.” 

Not  many  of  us  are  going  to  write  with  such 
poetic  expression  in  the  middle  of  the  night 
but  some  of  the  comments  on  medical  records 
serve  no  useful  purpose  and  may  have  an 
adverse  effect  at  a later  point  in  time.  Careful, 
thorough  records  are  the  key  to  an  effective 
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defense.  We  must  know  and  understand  the 
records  and  it  helps  to  anticipate  the  plain- 
tiff’s thrusts. 

Some  doctors  regard  a deposition  too  light- 
ly. A case  cannot  be  won  by  a deposition  but 
it  certainly  can  be  lost.  In  my  review  of  depo- 
t sitions  I find  that  many  busy  physicians 
arrive  hastily  and  are  not  thoroughly  familiar 
with  the  record,  and  also  talk  too  much. “Yes” 
or  “No"  are  great  responses  for  a deposition. 
Excess  verbiage  is  a major  problem  because 
i it  educates  the  plaintiff’s  attorney,  and  gives 
him  more  ammunition  if  the  case  should 
1 come  to  trial:  a courtroom  trial  is  like  a the- 
ater with  the  judge  being  the  director,  the  wit- 
nesses and  lawyers  being  the  actors  and  the 
jury  being  the  audience.  It  helps  to  answer  as 
many  questions  in  the  deposition  as  briefly  as 
possible.  I have  seen  situations  where  an 
attorney  will  find  an  apparent  contradiction  in 
what  the  witness  has  said  at  the  deposition 
i versus  what  was  answered  at  trial  and  ask 
something  like,  “Doctor,  you  said  such  and  so 
at  the  deposition  and  such  and  this  today — 
were  you  lying  then  or  are  you  lying  now?”. 

I Of  course,  there  will  be  objections  to  ques- 
tions like  this  but  meanwhile  the  jury  has 
heard  it.  I would  estimate  that  on  the  deposi- 
tions I have  reviewed  about  three  quarters  of 
i physicians  talk  too  much  and  may  damage 
j their  own  cause. 

Keeping  one’s  counsel  and  a closed  mouth 
can  also  be  helpful  at  other  times.  While  the 
i source  of  a plaintiff’s  referral  to  an  attorney  is 
often  the  result  of  advertising  in  one  form  or 
another  or  a form  of  network,  it  is  not  rare  for 
referrals  to  originate  in  the  hospital  from  an 
employee.  Not  long  ago  I was  talking  to  a 
heart  surgeon  while  waiting  to  testify  for  him. 
He  told  me  about  a repair  of  a mitral  valve 
. that  he  had  done.  Towards  the  end  of  the  first 
post  op  week  some  sutures  pulled  out  and  he 
had  to  take  the  patient  back  to  the  operating 
room  and  partially  redo  the  valve.  The  patient 
did  fine  and  the  surgeon  had  excellent  rapport 
: with  his  patient.  About  a month  later,  on  a 
routine  follow  up  visit,  the  patient  told  him 
' that  he  had  heard  from  five  law  firms  to  see  if 


he  wished  to  initiate  a law  suit.  He  thought  it 
was  one  or  more  persons  in  medical  records 
but,  he  said,  it  could  also  have  originated  in 
the  OR.  This  case  was  in  the  northeast  part  of 
the  country  and  hopefully  something  like  this 
doesn't  occur  in  South  Carolina  but  who 
knows?  Other  suits  have  been  triggered  by 
loose  talk  to  an  associate  or  acquaintance. 
Keep  your  thoughts  to  yourself  and  your 
attorney. 

Formerly,  most  malpractice  cases  originated 
in  the  hospital.  However,  in  recent  years  there 
has  been  a gradual  increase  in  office  suits. 
For  example,  a patient  died  of  a heart  attack 
on  vacation  and  the  office  records  were  later 
studied  and  it  was  discovered  that  the  patient 
had  either  no  EKGs  or  “Doctor,  you  did  only 
one  EKG  on  this  patient.”  or,  “Why  did  you 
not  do  a stress  test  on  this  patient  when  he 
had  so  many  coronary  risk  factors?”  And  so, 
this  makes  a potential  malpractice  situation 
even  more  difficult  in  that  we  must  be  careful 
of  the  patient  seen  in  the  office,  especially  a 
young  cardiac  patient. 

In  any  case  against  a physician,  he  or  she  is 
wise  to  be  absolutely  and  thoroughly  pre- 
pared. This  applies  not  only  to  testifying  in  a 
deposition  or  at  a trial  but  in  all  phases  of  the 
case  as  well.  A physician  should  understand 
what  the  situation  is  and  also  view  it  from  a 
plaintiff’s  point  of  view — try  to  figure  out 
“where  they  are  coming  from.”  This  under- 
standing is  important  and  one  can  give  the 
attorney  considerable  information  and  insight 
and  then  allow  him  to  use  it  as  he  sees  fit.  An 
understanding  of  the  issues  is  most  important 
and  usually  most  cases  hinge  on  two  or  three 
key  issues.  The  more  preparation  the  attorney 
has,  the  better.  The  more  help  you  can  give 
him,  the  better,  but  let  him  decide  how  to  use 
the  information  provided. 

When  testifying,  one  needs  background 
information.  There  are  two  excellent  reference 
books.  One  is  advertised  by  the  American 
Medical  Association  and  the  title  is  Medical 
Malpractice — a Physician’s  Guide  and  this 
was  written  by  Thom  E.  Lobe  M.  D,  J.  D.1  It 
provides  a comprehensive  view  of  the  legal 
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process.  The  other  book  is  Expert  Witnessing 
by  Jack  V.  Matson.2  1'his  book  gives  even 
more  insight  and  is  a more  personal  adapta- 
tion of  one’s  trials  and  tribulations  when 
going  to  court.  The  combination  of  both 
books  gives  a remarkable  degree  of  insight 
and  understanding  into  the  legal  process — 
and  one  complements  the  other  in  an  interest- 
ing and  educational  manner.  If  one  wishes  to 
delve  further  into  the  legal  process,  then  The 
Art  of  Cross  Examination  by  Francis  L.  Well- 
man is  suggested.  Originally  written  in  1903, 
and  with  three  later  editions,  it  reviews  some 
of  the  famous  courtroom  scenes  and  remains 
popular  (in  paperback)  some  93  years  after 
the  first  edition  was  published. 

If  you  have  to  testify — be  prepared,  be 
quiet  and  be  concise.  McHale4  has  written  an 
excellent  book  about  examination  and  cross- 
examination  and  he  lists  a number  of  recom- 
mendations for  a witness  on  the  stand.  I can 
do  no  better  than  to  quote  his  advice  to  a wit- 
ness— advice  given  to  lawyers.  Perhaps  we 
may  borrow  from  them:  it  seems  only  fair 
since  lawyers  copy  our  medical  information 
often. 

1.  Always  tell  the  truth. 

2.  Never  answer  a question  unless  you 
completely  understand  its  content.  If  you  do 
not  understand  the  question,  ask  to  have  it 
repeated  or  ask  for  clarification. 

3.  Answer  only  the  question  actually 
asked  and  do  not  provide  information  to 
assumed  questions. 

4.  Never  guess  at  an  answer.  If  you  do 
not  know  the  answer,  the  proper  response  is 
“I  do  not  know.” 

5.  Provide  answers  and  information 


only  from  personal  knowledge 

6.  Orally  respond  to  each  question.  Do 
not  nod  or  shake  your  head.  The  court 
reporter  can  only  record  oral  responses. 

7.  Wait  for  the  entire  question  to  be 
asked  before  giving  a response.  A court 
reporter  cannot  describe  the  exchange  proper- 
ly and  you  may  not  be  providing  the  answer 
to  the  question  asked. 

8.  If  an  objection  is  made,  do  not 
answer  until  the  entire  objection  is  stated. 
Remember,  you  are  under  an  obligation  to 
answer  all  questions  unless  your  attorney 
instructs  otherwise. 

9.  Avoid  answering  questions  with 
questions  unless  the  question  is  uncertain. 

10.  If  your  answer  or  response  is  based 
on  documents  or  other  tangible  items,  always 
take  the  necessary  time  to  review  the  materi- 
als. 

Take  some  solace  from  statistics— well  over 
90  percent  of  malpractice  cases  are  settled.  Of 
cases  that  do  go  to  trial  and  eventually  to  a 
verdict — physician  defendants  “win”  about 
80  percent  of  the  time.  Hopefully,  you  will 
not  be  sued,  but  if  you  are.  be  thoroughly  pre- 
pared and  your  outcome  will  be  improved 
immeasurably.  ~l 
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HIGHLIGHTS  OF  THE  SEPTEMBER  27  & 29  BOARD  OF  TRUSTEES  RETREAT 


Point-of-Service  Legislation:  The  board  approved  a draft 
bill  for  the  legislature  which  would  require  managed  care 
plans  to  provide  point-of-service  coverage  to  individu- 
als at  the  time  of  enrollment.  The  SCMA  will  woric  to  get 
sponsors  and  to  form  a coalition  to  have  the  point-of-ser- 
vice legislation  passed. 

Patients'  Bill  of  Rights:  The  board  adopted  the  Patients’ 
Bill  of  Rights  to  distribute  among  the  membership  and 
other  health  care  facilities.  Please  refer  to  page  448 for 
a copy  of  the  Patients’  Bill  of  Rights. 

Legal  Rate  of  Interest  Amendment:  The  board  approved 
an  amendment  which  would  lower  the  legal  rate  of  inter- 
est for  judgments  being  appealed  and  work  to  get  spon- 
sors and  to  fomi  a coalition  to  have  the  amendment  passed 
in  the  legislature. 

SCMA  Interspecialtv  Council:  The  board  approved  to 


strengthen  the  Interspecialty  Council  and  have  the  coun- 
cil meet  year  round.  Appointments  to  the  council  will  be 
taken  from  a list  of  interested  individuals  provided  by  the 
specialty  societies  where  this  is  appropriate  and  the  spe- 
«.  cialty  societies  request  it. 

Resolution  C-12.  Disaster  Preparedness  Council  Devel- 
opment: The  board  approved  the  following  recommen- 
dations regarding  a disaster  preparedness  council  in  which 
the  SCMA  will:  (1)  recruit  volunteers  from  the  mem- 
bership who  would  be  willing  to  serve  as  a medical 
resource  in  the  case  of  disaster;  (2)  develop,  in  con- 
junction with  current  electronic  systems  such  as  FAX 
broadcast  and  E-Mail,  the  ’ability  to  notify  the  volunteer 
network  of  a disaster  or  potential  disaster,  (3)  request  that 
the  Board  of  Medical  Examiners  establish  a methodol- 
ogy for  the  rapid  licensure  of  out-of-state  physicians  who 
volunteer  during  a disaster.  □ 


MEDICARE  UPDATE 


The  November  1996  Medicare  Advisory  contains  impor- 
tant information  about  the  various  Medicare  issues.  This 
month's  Medicare  Advisory  covers  topics  such  as 
HCPCS  coding  update,  documentation-required  codes, 
clinical  laboratory  update,  and  much  more. 

Care  Plan  Oversight:  Effective  January  1,  1997,  three 
new  HCPCS  codes  for  care  plan  oversight  (CPO)  will  dif- 
ferentiate among  patients  receiving  home  health,  hospice, 
and  nursing  facility  services  and  will  replace  HCPCS 
codes  99375: 

•G0064:  CPO  for  beneficiaries  receiving  Medicare  cov- 
ered home  health  services. 


•G0065:  CPO  for  beneficiaries  receiving  Medicare  cov- 
ered hospice  services. 

•G0066:  CPO  services  for  beneficiaries  receiving  nurs- 
ing facility  or  skilled  nursing  facility  services. 

Effective  for  all  claims  for  CPO  services  submitted  on 
or  after  January  1,  1997,  physicians  must  submit  the  six- 
character  Medicare  Provider  number  for  the  home  health 
agency  or  hospice  rendering  covered  Medicare  services 
during  the  period  in  which  the  care  planning  was  fur- 
nished. 


( Continued  on  page  4) 


MEDICAID  UPDATE 


Physicians  Enhanced  Program  (PEP)  Pilot  Projects: 
Sumter  Pediatrics  will  end  their  six  months’  participa- 
tion in  the  PEP  pilot  project  on  October  31,1 996.  Those 
patients  who  have  been  enrolled  in  PEP  with  Sumter  Pedi- 
atrics will  receive  a regular  Medicaid  card  for  the  month 
of  November.  Sumter  Pediatrics  remains  responsible  for 
authorizing  services  for  these  patients  through  October 
31,  1996.  On  November  1,  1996,  Farish,  Davis,  Trayn- 
ham  and  Bardi  Pediatrics  in  Florence  will  begin  their  par- 
ticipation as  a PEP  pilot  site. 

1997  CPT  Codes:  DHHS  will  accept  the  new  1 997  CPT 
codes  for  dates  of  service  on  or  after  January  1,  1997.  A 
grace  period  will  be  given  in  order  to  allow  physicians 
the  transition  from  the  1996  codes  to  the  1997  CPT  codes. 
Further  details  will  be  given  in  a later  SCMA  update. 

Provider  Tax  Identification  Information:  DHHS  was 
notified  by  the  Internal  Revenue  Service  (IRS)  of  incon- 
sistencies with  Medicaid  provider  files  and  IRS  records. 
If  you  receive  a certified  letter  for  a First  B Notice  or  Sec- 
ond B Notice,  please  respond  quickly  as  instructed.  The 
IRS  requires  DHHS  to  withhold  31  percent  of  all  pay- 
ments for  those  physicians  who  do  not  respond. 

Manual  Workshops:  As  a reminder,  the  last  two  man- 
ual workshops  that  will  be  conducted  by  the  Department 
of  Physician  Services  are  listed  below.  The  workshops 
are  scheduled  from  9:00  a.m.  to  4:30  p.m. 

•Aiken 

Wednesday,  November  6,  1996 

Aiken  Technical  College 

Amphitheater  Room  736 

•Rock  Hill 


Wednesday,  November  13,  1996 
Oakland  Presbyterian  Church 
Fellowship  Hall 

Medicaid  Health  Maintenance  Organization  (HMO\ 
Program:  As  described  in  the  HMO  Bulletin  dated  June 
24,  1996,  Medicaid  began  contracting  with  HMOs 
licensed  and  headquartered  in  South  Carolina.  The  first 
contract  has  been  submitted  and  approved  by  HCFA  for 
Select  Health  Insurance,  and  they  are  currently  in  the 
process  of  building  a provider  network.  The  HMO  pro- 
gram is  a voluntary  program  for  certain  Medicaid  eligi- 
ble recipients  who  may  select  an  HMO  from  a list  of 
HMOs  that  offer  services  in  their  geographic  location.  If 
you  have  any  questions  regarding  the  HMO  program, 
please  contact  your  appropriate  program  manager  at  (803) 
253-6134. 

Crossover  Edit  Codes:  Changes  in  the  processing  of 
Medicare/Medicaid  crossover  claims  have  been  made 
which  will  improve  the  editing  between  automated 
crossover  claims  received  from  Medicare  and  manual 
claims  submitted  by  physicians.  The  new  edit  codes  have 
been  developed  and  will  be  effective  November  1996. 

Edit  Code  Bescriptiim 

890  Duplicate  line  on  the  same 
crossover  claim  - overlapping 
dates  of  service. 

891  Duplicate  paid  crossover 
claim  or  line  - overlapping 
dates  of  service. 

Manual  revisions  and  replacement  pages  will  appear  in 
a future  bulletin.  □ 


ELECTRONIC  FILING  DEADLINE  MOVED  BACK 

The  IRS  has  postponed  the  deadline  for  paperless  filing  from  January  1,  to  July  1,  1997  which  allows  you  more 
time  to  prepare  for  electronic  filing  and  depositing  of  employee  taxes.  Beginning  July  1,  if  you  deposited  more 
than  $50,000  of  federal  employment  taxes  in  1995,  including  FICA,  income  taxes  withheld,  and  corporate 
income  and  estimated  taxes,  you  will  have  to  deposit  them  electronically.  This  rule  will  affect  some  large  and 
small  medical  practices. 

The  IRS  has  already  mailed  enrollment  forms  for  the  program  which  can  take  up  to  10  weeks  to  process.  If  you 
have  not  received  the  forms  and  believe  you  will  be  required  to  file  electronically,  call  1-800-555-4477. 
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PHYSICIAN  BIOGRAPHICAL  INFORMATION  NOW 
ON  AMA  WEB  SITE — http://www.ama-assn.org 
All  650,000  U.  S.  physician  biographies  up  on  the  Internet 

AMA’s  new  program,  AMA  Health  Insight,  contains  both  the  new  patients’  medical  “Reference  Library”  and  a new 
physician  information  database  called  “AMA  Physician  Select.” 

The  AMA  database,  the  most  comprehensive  listing  of  all  U.S.  physicians,  lists  a physician’s  education,  residen- 
cies, board  certification  and  other  significant  biographical  infomiation  available.  Patients  can  search  the  database 
by  physician  name,  location  or  specialty. 

Although  many  local  medical  societies  offer  similar  on-line  search  services  listing  member  physicians,  AMA  Physi- 
cian Select  is  the  first  nationwide  database  of  all  licensed  physicians  available  to  the  public.  Searches  can  be  con- 
ducted by  23  major  specialties  and  1 50  subspecialties,  and  by  city,  zip  code,  state  or  by  name.  AMA  Physician  Select 
provides  the  physician’s  name,  address,  phone  number,  gender,  medical  school,  all  residency  and  internship  infor- 
mation, specialty  board  certification  and  AMA  membership. 

The  AMA  Patient  Reference  Library  contains  infomiation  about  the  AMA  and  the  medical  profession  and  a link  to 
infomiation  and  resources  on  diseases,  such  as  the  JAMA/HIV  AIDS  Infomiation  Center.  The  HIV  Center  features 
clinical  updates,  daily  news  and  information  on  social  and  policy  questions  related  to  AIDS,  under  the  direction  of 
JAMA  staff  and  an  editorial  board  of  leading  HI  V/AIDS  authorities. 

All  AMA  members  are  offered  an  “expanded  web  page  site”  to  list  additional  practice  information,  including  prac- 
tice philosophy,  health  plans  accepted,  hospital  privileges,  group  practice  affiliations,  personal  information,  prac- 
tice hours,  and  even  a photo.  All  AMA  members  are  also  identified  in  the  database  by  the  AMA  logo,  as  are  recip- 
ients of  the  AMA  Physician’s  Recognition  Award  for  continuing  medical  education. 


PROTECTING  YOUR  PRACTICE 

The  University  of  South  Carolina  School  of  Medicine, 
Richland  Memorial  Hospital,  and  the  South  Carolina 
Medical  Association  in  conjunction  with  the  South  Car- 
olina Society  of  Addiction  Medicine  present  PRO- 
TECTING YOUR  PRACTICE:  Pain  Management 
and  the  Interface  with  Addiction  Fourth  Annual  Con- 
ference. 

The  conference  is  scheduled  for  Saturday,  December  7, 
1996,  at  the  Medical  Auditorium  Building,  Room  104  at 
the  USC  School  of  Medicine  and  December  8,  1996,  at 
the  South  Carolina  Medical  Association.  The  registration 
fee  is  $75. 

For  more  infomiation  and  a registration  form,  please  con- 
tact the  Office  ofCME,  CEB,  3555  Harden  St.  Ext.,  Suite 
100,  Columbia,  SC  29203  or  call  (803 ) 434-4211  or  FAX 
434-4288.  □ 


PCN  UPDATE 

Physicians  Care  Network  (PCN)  continues  to  grow  with 
the  addition  of  several  new  groups  which  include  Drug 
Plastics  and  Glass,  effective  October  1,  1996,  and  Wash- 
ington National  and  Naturechem,  effective  November  1, 
1996. 

Please  remember  that  if  you  move,  change  your  tax  ID 
numbers,  have  a change  in  your  partnership  name  or 
phone  number,  to  notify  PCN  in  writing  or  call  the  PCN 
provider  service  center  at  1-800-340-7494. 

Additionally,  PCN  has  over  3,200  participating  physi- 
cians, 61  hospitals,  and  212  ancillary  providers. 

If  you  have  any  questions  or  would  like  to  become  a par- 
ticipating provider  with  PCN,  please  contact  Cindy 
Osborn,  Manager,  PCN  at  (803)  798-6207,  ext.  257  or 
1-800-327-1021  statewide.  □ 


MEDICARE  UPDATE  (continued from  page  1) 


Effective  for  claims  submitted  on  or  after  January  1, 
1997,  for  CPO,  the  physician  must  bill  no  other  services 
than  CPO  services  on  the  claim,  must  bill  care  planning 
only  once  per  calendar  month,  must  bill  only  one  month’s 
services  per  line  item,  and  must  not  submit  the  claim  until 
after  the  end  of  the  month  in  which  the  service  is  per- 
formed. 

Please  refer  to  your  November  1996  Medicare  Adviso- 
ry for  more  information  about  the  new  policy  concern- 
ing CPO  services. 

1997  Medicare  Program  Chanties  and  Update  Work- 
shops: Around  November  15th,  Medicare  will  send  you 
a 1997  Fee  Schedule  and  Participation  Enrollment  Pack- 
age. Between  November  15th  and  December  31st,  you 
have  the  option  of  changing  your  participation  status  for 
the  1997  calendar  year  by  either  signing  a Participation 
Agreement  to  become  a participating  provider  or  ter- 
minating your  agreement  with  all  Medicare  carriers  with 
whom  you  file  Medicare  claims. 

The  Medicare  Part  B Education  Department  is  available 
to  assist  you  in  making  an  informed  decision.  You  may 
choose  to  attend  a 1997  Medicare  Part  B Update  Work- 
shop or  request  a Provider  Education  Consultant  contact 
you  directly  with  additional  information  on  your  prac- 
tice’s filing  history. 

Medicare  has  scheduled  nine  workshops  throughout 
South  Carolina  to  discuss  the  following  issues:  changes 
to  the  Medicare  program  for  1997;  electronic  media 
claims;  the  participation  program;  and  other  pertinent 
information.  The  dates  for  the  1997  Medicare  Part  B 
Workshops  are  noted  below: 

Myrtle  Beach:  December  2,  1996 — Holiday  Inn  West 
at  Waccamaw 

Anderson:  December  3,  1996 — Holiday  Inn 


Florence:  December  4,  1996 — Holiday  Inn  at  1-95  & 
Hwy.  52 

Beaufort:  December  5,  1996 — Beaufort  Memorial 
Hospital 

Columbia:  December  6,  1996 — Embassy  Suites 
Spartanburg:  December  9,  1996 — Quality  Inn 
Greenville:  December  10,  1996 — Holiday  Inn  Select 
at  Roper  Mountain 

Aiken:  December  11,  1996 — Ramada  Inn 
Charleston:  December  12, 1996 — Sheraton  Downtown 

Registration  for  each  workshop  begins  at  8:30  a.m.  and 
the  workshop  is  from  9:00  a.m.  to  12:00  p.m.  The  reg- 
istration fee  is  $20  per  person  which  does  not  include 
lunch  or  parking  expenses.  Please  refer  to  your  Novem- 
ber 1996  Medicare  Advisory  for  more  information  about 
how  to  register  for  the  1997  Medicare  Part  B Update 
Workshops. 

Physician  Teleconferences : The  Medicare  Physician 
Teleconference  was  developed  to  provide  you  a direct 
link  to  the  Medicare  Medical  Director,  David  Sheridan, 
MD,  MS.  During  the  teleconference.  Dr.  Sheridan 
reviews  coverage  criteria,  billing  instructioas,  and  other 
changes  to  the  Medicare  program  which  affect  physicians 
directly.  You  may  call  or  fax  a question  during  the  tele- 
conference and  Dr.  Sheridan  will  address  your  question 
on  the  air. 

The  next  Medicare  Physician  Teleconference  will  be  con- 
ducted on  December  19,  1996  from  noon  to  1 p.m.  Due 
to  a scheduling  conflict,  Medicare  will  not  be  conduct- 
ing a meeting  in  November.  The  teleconference  is  broad- 
cast over  the  Health  Communication  Network.  Please 
refer  to  your  November  1 996  Medicare  Advisory  for  a list 
of  facilities  equipped  to  receive  the  teleconference.  If  you 
are  interested  in  attending  the  teleconference  at  one  of 
these  sites,  please  contact  the  facility  as  soon  as  possible 
so  that  they  may  make  the  necessary  arrangements.  □ 


MARK  YOUR  CALENDARS  NOW! 


The  South  Carolina  Medical  Association’s  Annual  Meeting  and  Scientific  Assembly  is  sched- 
uled for  May  1-4,  1997,  at  the  Charleston  Place  Hotel,  Charleston,  South  Carolina. 
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MEDICAL  OFFICE  BUILDING  FOR 

LEASE 

COLUMBIA  AREA 


Excellent  Location — Frontage  Near  1-26  & Lexington  Medical  Center 
4,000  sq.  ft..  Seven  Exam  Rooms,  Four  Restrooms, 
Physicians’  Offices,  Nurse’s  Office,  X-ray  Room 
Large  Waiting  Room 

Brick,  Six  Years  Old.  Security  Bars  & Alarm  System 
Two  Car  Attached  Garage  with  Level  Floor  That  Can  Be  Converted  to 

Physical  Therapy  Area 

Fine  Visibility  & Road  Frontage  Between  Columbia  & 1-26  on  the  Way 

to  Hospital 

Great  Setup  for  Two  Specialists,  Urgent  Care  and/or 
Family  Practice 

CALL  (803)  781-7963  FOR  DETAILS 


THE  ARMY  RESERVE  OFFERS  UNIQUE  AND 
REWARDING  EXPERIENCES. 


ARMY  RESERVE  MEDICINE.  BE  ALL  YOU  CAN  BE. 


As  a medical  officer  in  the  Army  Reserve  you  will  be  offered  a 
variety  of  challenges  and  rewards.  You  will  also  have  a unique 
array  of  advantages  that  will  add  a new  dimension  to  your 
civilian  career,  such  as: 

• special  training  programs 

• advanced  casualty  care 

• advanced  trauma  life  support 

• flight  medicine 

• continuing  medical  education  programs  and  conferences 

• physician  networking 

• attractive  retirement  benefits 

• change  of  pace 

It  could  be  to  your  advantage  to  find  out  how  well  the  Army 
Reserve  will  treat  you  for  a small  amount  of  your  time.  An  Army 
Reserve  Medical  Counselor  can  tell  you  more,  call  collect : 

1-800-USA-ARMY 


How  Can  My  Office  Manager  Reach 
Me  Directly  When  I'm  Making  Rounds? 


PCS  From  Cellular  One 

That’s  How.  


Portable  Communi 

Running  a practice  and  caring  for  patients 
can  be  a real  challenge.  What's  the  best  way 
to  give  both  the  attention  they  deserve?  Use  the 
perfect  communication  solution  for  physicians, 
PCS  from  Cellular  One.  It  lets  you  select  a suite  of 
personalized  solutions  that  meet  your  practice's 
unique  communications  needs. 

There  are  lots  of  solutions  to  choose  from. 
Like  the  National  Cellular  One  Network — which 
automatically  delivers  calls  to  more  than  4,500 
cities  across  the  U.S.A.  So  when  you're  at  a con- 

Call  1- 800 


cation  Solutions?1 

vention  learning  about  new  medical  techniques, 
your  office  can  just  dial  your  Cellular  One 
number  and  the  call  goes  right  through. 

There's  also  paging — which  lets  you  effec- 
tively screen  calls  so  you  can  return  important 
ones  quickly  and  efficiently.  And  the  bill's 
included  with  your  monthly  Cellular  One 
statement,  so  you  don't  have  the  hassle  of  extra 
paperwork. 

PCS.  It's  not  for  everyone.  It's  for  you.  Only 
from  Cellular  One. 


• 9 5 0-  7 8 7 1 


CELLULARONE 

SB  Service 


Portable  Communication  Solutions  is  a service  mark  of  GTE  Mobile  Communications  Service  Corp. 


DOCUMENTATION  GUIDELINES  FOR 
SUSPECTED  DOMESTIC  VIOLENCE 

MELISA  M.  HOLMES,  M.  D.* 


Over  the  past  decade,  the  medical  profession 
has  been  making  significant  strides  in  educat- 
ing its  members  on  the  serious  problem  of 
family  and  intimate  violence  in  our  society.  In 
South  Carolina,  governmental,  professional 
and  non-profit  organizations  have  united  to 
develop  protocols,  evidence  collection  kits 
and  educational  resources  for  professionals 
addressing  these  problems.  Most  recently,  the 
South  Carolina  Medical  Association  and  the 
SCMA  Alliance,  with  guidance  from  the 
American  Medical  Association,  have  released 
a reference  book  for  physicians:  How  To  Rec- 
ognize and  Treat  Victims  of  Family  Violence. 
This  reference  manual  provides  an  excellent 
review  of  the  extent  of  the  problems  of 
domestic  violence,  child  abuse  and  vulnerable 
adult  abuse.  It  also  includes  helpful  clinical 
information  on  prevention,  identification, 
documentation  and  legal  considerations  for 
each  of  these  specific  areas  of  violence. 

As  an  adjunct  to  this  document,  the  follow- 
ing Domestic  Violence  Documentation 
Guideline  (DVDG)  on  page  469  can  help 
assure  complete  and  accurate  documentation 
in  cases  of  suspected  or  confirmed  woman- 
battering. This  simple,  one-page  form  can  be 
placed  in  the  patient’s  medical  record.  It  will 
not  only  serve  as  a reminder  to  health  care 
providers  that  the  patient  has  been  or  still  is  a 
victim,  but  will  also  help  document  relevant 
history  and  physical  findings  that  can  be  very 
helpful  in  the  courtroom. 

Health  care  providers  are  legally  required  to 
report  suspected  abuse  or  neglect  involving 
children  and  vulnerable  adults.  For  adult 
domestic  violence  victims  in  South  Carolina, 
however,  patient  autonomy  is  respected  and 

*Department  of  Obstetrics  and  Gynecology,  Medical 
University  of  South  Carolina.  171  Ashley  Avenue, 
Charleston,  SC  29425. 


there  are  no  mandatory  reporting  laws.  In 
such  cases,  reporting  should  be  left  to  the  dis- 
cretion of  the  victim  or  should  occur  only 
with  the  victim’s  knowledge  and  consent. 
While  there  is  no  need  for  a full  protocol  or 
evidence  kit  as  used  with  child  and  vulnera- 
ble adult  cases,  there  appears  to  be  a great 
need  for  guidelines  that  provide  a framework 
within  which  the  health  care  provider  can 
assure  documentation  of  accurate  and  useful 
information  that  could  be  helpful  either  in  the 
courtroom  or  in  the  continued  health  monitor- 
ing and  maintenance  of  that  patient. 

Proper  documentation  is  crucial  to  helping 
a battered  woman  escape  from  her  violent 
environment.  Although  most  battered  women 
endure  multiple  episodes  of  violence  before 
ever  attempting  to  leave  the  situation  or  seek 
legal  assistance,  medical  record  documenta- 
tion can  help  validate  the  chronicity  of  the 
problem  and  be  invaluable  supportive  evi- 
dence in  the  courtroom.  Additionally,  accu- 
rate and  complete  documentation  in  the  medi- 
cal record  may  encourage  and  facilitate  a 
guilty  plea  thereby  eliminating  the  need  for 
the  physician  to  testify.  Incomplete  or  incon- 
sistent documentation  will  certainly  require 
clarification  from  the  physician  if  the  medical 
records  are  subpeonaed. 

As  outlined  in  the  reference  manual,  the 
physician’s  responsibilities  with  regards  to 
domestic  violence  should  include  identifica- 
tion of  the  problem,  making  a safety  assess- 
ment, providing  appropriate  referrals,  docu- 
mentation and  continued  support.  We  encour- 
age you  to  copy  the  following  page  and  use  it 
in  the  medical  record  to  help  with  documen- 
tation of  suspected  domestic  violence.  A 
color  coded  sticker  on  the  patient’s  chart  can 
also  serve  as  a reminder  that  she  is  or  has 
been  involved  in  a violent  relationship  and 
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needs  follow  up  and  continued  support.  This 
will  likely  assist  in  recognizing  repeat 
episodes  of  violence  and  the  need  for  adding 
another  DVDG  in  the  patient’s  record. 
Although  it  generally  lakes  multiple  episodes 
of  violence  before  a woman  will  attempt  to 
leave  the  situation,  appropriate  documenta- 
tion of  each  suspected  episode  will  enhance 


the  possibility  of  successful  conviction  of  the 
batterer  and  increase  the  likelihood  of  the  vic- 
tim's escape  from  the  violence. 

Additional  copies  o [How  To  Recognize  and 
Treat  Victims  of  Family  Violence  are  available 
for  $19.95  and  may  be  obtained  by  contacting 
the  SCMA  office  at  (803)  798-6207  or  1-800- 
327-1021  statewide.  □ 


PHYSICIAN  RECOGNITION  AWARDS 

The  following  SCMA  physicians  are  recent  recipients  of  the  AMA's  Physician  Recognition 
Award.  This  award  is  official  documentation  of  Continuing  Medical  Education  hours  earned. 


Bryan  K.  Anderson.  M.  D. 
Gary  B.  Anderson,  M.  D. 
Charles  A.  Andrus,  M.  D. 
David  J.  Annibale,  M.  D. 
Hareshchandra  T.  Baxi,  M.  D. 

Eugene  E.  Berg,  M.  D. 
Bradley  W.  Boatman,  M.  D. 
Robert  B.  Boruki.  M.  D. 
Kenneth  A.  Brown.  M.  D. 
Pamela  A.  Brown,  M.  D. 
Charles  S.  Bryan.  M.  D. 
Ponce  D.  Bullard.  M.  D. 
James  R.  Carroll,  M.  D. 
Thomas  B.  Carroll,  M.  D. 
Henry  P.  Cooler,  M.  D. 
Louis  E.  Costa,  M.  D. 
Bradley  L.  Daley.  M.  D. 
Paul  M.  Darden,  M.  D. 
Joseph  J.  Davey,  M.  D. 
James  M.  Davidson,  M.  D. 
Gary  A.  Delaney.  M.  D. 

C.  P.  Dunbar,  M.  D. 
John  L.  Eady,  M.  D. 
John  B.  Eberly,  M.  D. 
Bryan  K.  Ellenberg,  M.  D. 
Coleman  L.  Floyd,  M.  D. 
James  L.  Floyd,  M.  D. 
William  E.  Green.  M.  D. 


Gerald  Gordon,  M.  D. 
Samuel  T.  Haddock,  M.  D. 
Richard  K.  Harding,  M.  D. 

John  H.  Hanna,  M.  D. 
Gerald  E.  Harmon,  M .D. 
Kenneth  B.  Heller.  M.  D. 
Edwin  C.  Hentz,  M.  D. 
Rosanne  J.  Hooks,  M.  D. 
Edgar  O.  Horger,  M.  D. 

Jan  K.  Hull,  M.  D. 

Vera  C.  Hyman.  M.  D. 
Stephen  A.  Imbeau,  M.  D. 
John  K.  Johnson,  M.  D. 
Katherine  W.  Jones.  M.  D. 
Ronald  G.  Jowers,  M.  D. 
Scott  A.  Kellner,  M.  D. 
Douglas  E.  Kennemore,  M.  D. 
Allen  W.  Kirchner,  M.  D. 
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DOMESTIC  VIOLENCE  DOCUMENTATION  GUIDE 


Patient  name: Med  record  # 

Date  of  visit:  

CC/Reason  for  visit:  □ routine 

□ problem  visit: 

Indicator  of  abuse/assault: 

□ patient  comment  “ 


□ physical  findings  (describe  below) 

□ other  suspicion  


Does  patient  admit  to  abuse?  □ yes  □ no 

Batterer:  □ husband  □boyfriend/partner 

D ex-husband  or  ex-partner  □ other 

Force  / Weapon  used:  □hitting  □ choking  □ kicking  □other 

□ gun  □ knife  □ other  object: 

□ other  type  of  force: 


Social  history:  patient  □ ETOH  batterer  □ ETOH 

□ drugs  □ drugs 


labs/x-rays: 

photographs  taken? 
victim  reported  or  interested 

SAFETY  ASSESSMENT: 


□ 

yes 

□ 

no 

in  reporting  to  police? 

□ 

yes 

□ 

no 

has  an  emergency  contact  number? 

□ 

yes 

□ 

no 

has  a safe  place  to  go? 

□ 

yes 

□ 

no 

are  children  in  danger? 

□ 

yes 

□ 

no 

are  there  weapons  in  the  home? 

□ 

yes 

□ 

no 

has  batterer  threatened  suicide  or  homicide? 

□ 

yes 

□ 

no 

signature 

date 
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When  your  waiting  room  looks  like  this, 
you  respond  to  a different  kind  of  call 

The  kind  that  makes  your  heartbeat 
quicken.  And  lets  you  stand  proud  The 
call  of  duty. 

You  can  answer  America  s need,  today, 
as  a physician  and  an  officer  in  the  Air 
Force  Reserve.  No  matter  how  busy 
you  are.  you  II  find  time  to  participate  No 
matter  how  full  your  life  is.  you'll  find  the 
adventure  amazing 

Return  the  call  to  serve  your  country,  by 
catling  the  Reserve  office  nearest  you 
today.  We  ll  be  waiting 

2>(>OI-(H)23 


MSI  .T  KIM  DRUTJt 
\KKWMMIS 
I OS  Arthur  Dr.  RM  112 
(harkMim  \Hi  ST.  2'>tOt-iX2s 
Call  today1 

Sacramento.  C«Uif  l-800-25>6l88 
Atlanta.  Ga  1 -800-624-S293 
Austin.  Texas  1-000833-1388 
Youngstown.  Ohe  1-800-246-0096 


A < +X  At  VW  ft  » VAVf 


AMERICAN 
V CANCER 
? SOCIETY 


At  least  one-third  of  ait  breast  cancer 

PATIENTS  COULD  HAVE  LUMPECTOMY 
FOLLOWED  BY  RADIATION  THERAPY 


Y jf'She  American  Cancer  Society,  the  American 
College  of  Surgeons  and  the  American 
College  of  Radiology  have  agreed  that 
women  whose  early  breast  cancer  was  detected 
by  mammography  are  candidates  for  breast- 
saving  treatment.  According  to  new  standards, 
women  with  small  lumps,  those  with  tumors  as 
large  as  two  inches,  and  even  some  women 
with  positive  nodes  may  be  candidates  for 
this  treatment. 

Stage  for  stage,  patients  treated  in  this 
manner  have  the  same  longevity  and  the  same 
freedom  from  local  recurrence  as  those  treated 
with  mastectomy. 


For  copies  of  the  standards  please  contact 
Keri  Sperry,  American  College  of  Radiology, 
1891  Preston  White  Drive,  Reston,  VA  22091. 


Feeling  On  The  Verge 

Of  Extinction? 


Let  us  show  you  how  to  (iROW  anil  EXPAND  your  practice! 


Get  the  competitive  edge  in  the  rising  field 
oflaser  surgery  today. 

Call  (800)  338-5352  and  ask  for  an  111- 
office  demonstration  at  your  convenience 

Respond  before  December  15,  1996  and 

you’ll  be  entered  in  a drawing  to: 

WIN  A FREE 

19”  MAGNA  VOX  TV/VCR 

for  your  home  or  office. 

CALL  TOD  A YU! 


“ Good  morning,  Doctor.  You 
have  12  laser  procedures 
scheduled  in  the  next  2 hours.  " 


NOW)  Using  LUXAR’s  new ’ CO  2 Surgical  Laser, 

Family  Practice,  Internists,  Ophthalmologists,  General  Surgeons,  Podiatrists, 
and  Gastroenterologists  can  anticipate  a shortened  procedure  with  less  post- 
operative discomfort , risk  of  complications,  and  a more  comfortable  healins 
course.  The  characteristics  of  laser  energy  induce  hemostasis,  minimize  edema, 
and  reduce  the  need  for  both  anesthesia  and  sutures.  Now  treating  in-office: 

=>  Mole  Removal/Skin  Tags/Lesions 
=>  Basal/Squamous  Cell  Carcinomas 
=>  Warts/Condyloma 
=>  Cosmetic  Skin  Resurfacing 
=>  Hemorrhoids/Fissures/Fistulas 
=>  Blepharoplasty/Endoscopic  Brow  Lift 
=>  Plantar  Warts/Nail  Fungus 
=>  Keloid  Reduction/Spider  Veins 
=>  LAUP  (Laser  Assisted  Uvulopalatoplasty) 

and  many  other  reimbursable  procedures!!! 


Actinic  Keratosis 
Chelitis 

Rhinophyma  Reduction 
Hemangioma 
Telangiectasia  Removal 
Debridement  of  Ulcers 
Ingrown  Toenails 
Neoplasms 

Xanthalasma  Removal 


19204  North  Creek  Pkwy 
Bothell,  WA  98011-8009 


For  Free  Information  Packet  and  Video  - CALL  (800)  338-5352. 


Bela  tovnls 

Guest  editorials  reflect  the  opinions  of  the  authors  and  do  not  necessarily  represent  the  opinions 
of  the  officers  and  trustees  of  the  South  Carolina  Medical  Association. 

— CSB 


BETTY  NEWSOM  RETIRES 


Mrs.  Elizabeth  Young  Newsom,  Associate 
Curator  and  Curator  of  the  Waring  Historical 
Library  at  the  Medical  University  of  South 
Carolina  for  the  past  15  years,  will  retire  on 
October  3 1 . 

During  her  tenure,  she  has  made  major  con- 
tributions to  the  development  of  the  library  as 
a teaching  and  research  resource  and  has  car- 
ried on  ably  the  tradition  of  substantive  and 
cheerful  assistance  to  the  public  established 
by  her  predecessor,  Anne  K.  Donato.  Betty, 
as  she  is  known  to  her  numerous  friends  and 
colleagues  among  medical  historians  in 
Charleston  and  elsewhere  around  the  country, 
has  also  pursued  her  own  research  interests 
and  has  published  on  the  history  of  yellow 
fever. 

Of  greatest  interest  to  the  readers  of  The 
Journal,  however,  have  been  the  covers  that 


she  has  produced  for  it  as  de  facto  cover  edi- 
tor. These  have  graced  the  cover  of  The  Jour- 
nal on  a monthly  basis,  almost  without  excep- 
tion, for  nine  years.  They  have  been  accom- 
panied by  a short  note  on  the  significance  of 
the  subject,  and  biographical  details  or  facts 
of  importance  about  the  people,  places  or 
events  depicted.  They  have  been  an  entertain- 
ing feature  and  have  given  an  additional 
dimension  to  a lively  publication. 

We  wish  her  well  in  her  retirement  and  har- 
bor the  hope  that  we  may  still  see  some  of  her 
work  in  The  Journal  from  time  to  time. 

W.  Curtis  Worthington,  M.  D. 

Director,  Waring  Historical  Library 
MUSC 

1 7 1 Ashley  Avenue 

Charleston,  SC  29425-3001 
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BREAST-SPARING  TECHNIQUES— WHERE  ARE  WE 
GOING? 


In  1996,  it  is  estimated  that  over  180,000 
women  in  the  United  States  will  be  diagnosed 
with  a spectrum  of  diseases  that  fit  under  the 
aegis  of  breast  cancer.  In  South  Carolina,  it  is 
estimated  that  2,600  new  cases  of  female 
breast  cancer  will  be  found  while  just  over 
600  women  in  the  palmetto  state  will  die 
from  this  disease.  Since  the  early  1980s, 
when  I arrived  in  South  Carolina,  I have  been 
interested  in  following  the  pattern  of  breast 
cancer  care  since  at  the  beginning  of  my  aca- 
demic practice,  breast  conservation,  including 
axillary  sampling  and  breast  irradiation,  were 
beginning  to  be  reconsidered  as  important 
concepts  because  of  the  information  gained 
from  clinical  trials,  such  as  the  National  Sur- 
gical Adjuvant  Breast  Project  under  the  lead- 
ership of  Bernard  Fisher.  As  a surgeon  who 
began  residency  training  in  the  era  when  radi- 
cal mastectomy  was  still  being  performed,  I 
found  the  concepts  of  breast  sparing  appeal- 
ing and  began  to  offer  this  to  our  patients  in 
Columbia.  In  the  more  than  16  years  since  I 
have  been  performing  these  techniques,  the 
overriding  implication  of  this  management 
rests  on  the  importance  of  well  done  mam- 
mography to  isolate  and  identify  early  breast 
cancer  and  our  ability  to  follow  up  women 
who  have  had  breast  sparing  procedures  to 
identify  a small  but  persistent  percentage  of 
patients  who  will  develop  recurrence  in  the 
ipsilateral  breast  and  new  disease  in  the  con- 
tralateral breast. 

The  paper  by  Fitzgerald  in  this  issue  of  The 
Journal  nicely  outlines  the  results  that  can  be 
gained  in  a small  but  well-defined  population 
of  patients  in  a community  hospital  setting  in 
South  Carolina.  The  importance  of  staging,  as 
espoused  by  the  American  Joint  Committee 
on  Cancer  (AJCC)  is  commented  upon  and, 
as  a member  of  the  AJCC  representing  the 
American  College  of  Surgeons,  I believe  that 
our  only  hope  in  assessing  outcome  data  is  to 
have  registries  which  include  solid  informa- 


tion on  breast  cancer  staging  and  to  have  a 
population  of  physicians  that  speak  a com- 
mon language  which,  today,  is  the  language 
of  the  TNM  Staging  System.  The  article  also 
points  to  the  critical  importance  of  follow-up 
in  a population  of  women  undergoing  breast- 
sparing. One  of  the  most  difficult  concepts  is 
to  identify  early  disease  which  may  be  recur- 
rent in  this  population  of  patients.  As  a sur- 
geon who  has  believed  in  the  concept  of  fol- 
lowing one’s  patients  for  a long  period  of 
time,  I am  well  aware  of  the  difficulty  in  both 
physical  examination  and  in  interpretation  of 
mammographic  data  in  patients  who  have 
undergone  lumpectomy.  The  addition  of  irra- 
diation itself  has  created  problems  in  assess- 
ing the  remaining  breast  tissue  and  there  may 
yet  be  a day  when  we  may  identify  a subset 
of  women  who  may  not  require  irradiation 
therapy  to  the  remaining  breast. 

It  is  reassuring  to  note  that  the  great  majori- 
ty of  patients  treated  with  lumpectomy  at 
Roper  Hospital  since  the  early  1980s  have 
done  very  well  and  have  included  only  a 
small  subset  of  patients  with  recurrent  dis- 
ease. We  now  know  from  clinical  trials  that 
when  these  recurrences  are  identified,  modi- 
fied radical  mastectomy  may  effectively  treat 
these  patients.  Although  Dr.  Fitzgerald  placed 
the  emphasis  on  post-operative  radiation,  it  is 
clear  that  adjuvant  chemotherapy  plays  a 
major  role  in  these  patients  and  for  that  rea- 
son, axillary  dissection  and  careful  pathologi- 
cal staging  of  axillary  nodes  continues  to  be 
important.  We  may  yet  see  a time  when  all 
women  will  be  given  adjuvant  chemotherapy 
and,  for  that  reason,  the  role  of  axillary  stag- 
ing as  an  indicator  of  therapy  may  diminish. 

As  one  who  began  a Breast  Cancer  Screen- 
ing Clinic  along  with  my  good  friend  and  col- 
league, Doctor  Henry  Leis,  many  years  ago  in 
Columbia,  I am  constantly  struck  by  the 
important  role  of  mammography  and  now 
mammographic  localization  and  stereotactic 
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biopsy  potential  for  the  identification  of 
breast  cancer.  Our  ability  to  perform  lumpec- 
tomy depends  upon  the  critical  issue  of 
whether  we  can  identify  breast  cancer  before 
it  becomes  palpable.  It  is  clear  that  the  man- 
agement of  carcinoma  of  the  breast  is  a team 
effort.  It  is  satisfying  and.  for  me,  very 
rewarding  to  see  that  good  results  can  be 
achieved  in  a community  hospital  setting  and 
supports  the  fact  that  breast-sparing,  when 


On  the  Cover : 

WILLIAM  EGLESTON,  M.  D.,  1873 
SCMA  PRESIDENT,  1935 

William  Egleston  was  born  in  Winnsboro 
on  September  2,  1873.  He  received  his  early 
education  at  Mt.  Zion  Academy  before  going 
to  Sewanee  Grammar  School  and  the  Univer- 
sity of  the  South.  He  earned  his  medical 
degree  from  the  University  of  Nashville  in 
1898. 

Dr.  Egleston  practiced  for  two  years  in 
Barnwell  where  he  met  and  married  his  wife, 
Ann  Bonham  Aldridge.  They  soon  moved  to 
Hartsville  which  would  be  their  permanent 
home.  From  the  start.  Dr.  Egleston  was  inter- 
ested in  preventive  medicine,  and  one  of  his 
first  projects  was  to  attempt  the  eradication  of 
mosquitoes  from  Hartsville.  He  served  for 
over  25  years  on  the  Executive  Committee  of 
the  State  Board  of  Health,  and  in  1931, 
became  chairman. 

At  the  outbreak  of  World  War  1,  Dr.  Egle- 
ston volunteered  his  services  and  served  as 
Medical  Officer  at  Camp  Lee,  Virginia.  He 
was  active  throughout  his  life  for  the  better- 
ment of  his  community,  serving  as  railroad 
surgeon,  physician  for  Coker  College,  a lead- 
er in  his  church,  and  a generous  alumnus  of 


chosen  appropriately,  is  one  of  the  most 
important  treatment  modalities  to  be  realized 
in  the  20th  century. 

Frederick  L.  Greene,  M.  D. 
Department  of  Surgery 
University  of  South  Carolina 
2 Richland  Medical  Park.  Suite  300 
Columbia,  SC  29203 


1935 


his  Alma  Mater.  He  was  a founder  and  presi- 
dent of  the  People’s  Bank  of  Hartsville  and  a 
member  of  several  prestigious  organizations, 
among  them:  Society  of  Cincinnati,  Huguenot 
Society,  and  the  county,  state,  and  American 
Medical  Associations. 

In  a letter  to  a friend  in  1928.  he  said.  “I  am 
only  a country  doctor  and  proud  of  it.  The 
type  will  soon  be  extinct.”  A friend  said  of 
him:  "In  the  role  of  general  practice  he  was 
the  ideal  Doctor.  His  interest  in  those  who 
came  under  his  professional  care  went  further 
than  the  immediate  disability  of  his  patient. 
He  taught  the  patient  and  the  household  the 
practical  care  of  the  sick,  hygiene,  sanitation. 
They  felt  secure  in  his  keeping.  Surely,  he 
loved  medicine.” 

Dr.  Egleston  practiced  medicine  in 
Hartsville  for  35  years.  He  died  at  the 
McUeod  Infirmary  in  Florence  on  March  23, 
1935,  less  than  a year  after  assuming  the  chair 
of  the  SCMA. 

Betty  Newsom 
Waring  Historical  Uibrary 
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AMA-ERF,  STILL  WORKING  AFTER  ALL  THESE  YEARS 


Raising  more  than  $12  million  in  the  last  five  years,  and  $65  million  in  the  last  46  years — 
that’s  what  the  American  Medical  Association  Education  and  Research  Foundation  (AMA-ERF) 
means  to  medical  schools  across  the  country.  Support  for  medical  education  is  possible  thanks  to 
physicians  and  their  spouses  nationwide.  Today,  AMA-ERF  is  counting  on  you  for  support. 

As  early  as  the  1950s,  the  American  Medical  Association  realized  the  financial  difficulties  fac- 
ing medical  schools  and  their  students.  AMA-ERF,  a non-profit  organization,  was  established  to 
help  support  medical  education.  Contributions  to  AMA-ERF  can  be  designated  for  five  different 
funds: 

Medical  School  Excellence  Fund.  This  money  is  used  to  support  programs  for  women  and 
minority  students;  pay  for  publication  subscriptions,  computer  software  and  other  equip- 
ment; and  fund  student  activities,  research  programs,  guest  lecturers  and  student  attendance 
at  national  meetings  and  conferences. 

Medical  Student  Assistance  Fund.  These  funds  provide  moneys  to  medical  schools  to  be 
used  for  student  loans,  grants  and  scholarships.  These  loans  have  much  lower  interest  rates 
than  banks. 

Developmental  Fund.  These  funds  are  distributed  by  the  AMA-ERF  Board  of  Directors  to 
support  pilot  and  experimental  health  and  medical  programs. 

Categorical  Fund.  These  funds  provide  support  for  specific  research  areas. 

The  South  Carolina  Institute  for  Medical  Education  and  Research  (SC1MER).  The 

money  in  this  fund  is  used  to  provide  scholarships  for  students  from  South  Carolina. 

Every  dollar  donated  to  AMA-ERF  goes  to  the  medical  school  of  your  choice.  Nothing  is 
deducted  for  administrative  costs.  Each  contribution  is  100  percent  tax  deductible!  If  the  funds 
listed  are  not  specific  enough,  you  can  ask  that  your  contribution  receive  “special  handling.” 
This  allows  you  to  select  a department,  chairship,  or  particular  fund  or  club  at  the  designated 
medical  school.  You  can  even  send  your  annual  alumni  donation  through  AMA-ERF.  The  only 
requirement  is  that  “special  handling”  contributions  be  at  least  $200. 

Funding  for  medical  education  is  very  uncertain.  Federal  funding  for  all  types  of  education  has 
decreased  steadily  in  the  last  decade.  That  is  why  AMA-ERF  and  medical  education  needs  your 
support  now  more  than  ever.  Last  year,  funds  for  AMA-ERF  in  South  Carolina  exceeded 
$37,000.  Your  continued  support  this  year  will  be  an  investment  in  medical  excellence  for  our 
families  and  for  future  generations.  “THE  MEDICAL  STUDENT  OF  TODAY  WILL  BE 
OUR  PHYSICIAN  TOMORROW!” 
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PHYSICIAN  RESIDENT  ALERT: 

IF  YOU  COULD  USE  OVER  $25,000  A YEAR- 

ANSWER  THIS  AD. 


The  U.S.  Army’s  Financial  Assistance 
Program  (FAP)  is  offering  a subsidy  of  over 
$25,000  a year  for  training  in  certain  medical 
specialities. 


Here’s  how  it  breaks  down  - an  annual 
grant,  plus  a monthly  stipend  and  reimburse- 
ment of  approved  educational  expenses. 

You  will  be  part  of  a unique  health  care 
team  where  you  will  find  many  opportunities 
to  continue  your  medical  education,  work  at 
state-of-the-art  facilities,  and  receive  outstand- 
ing benefits. 

So,  if  you  are  a physician  resident  who 
could  use  over  $25,000  a year,  contact  an 
Army  Medical  Counselor  immediately. 

1-800-USA-ARMY 


ARMY  MEDICINE.  BE  ALL  YOU  CAN  BE. 
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Health 

Volunteers 

Overseas 


Health 


Volunteers 


Overseas  is  dedicated 


to  improving  the  availability  and  quality  of  health  care  in 


developing  countries  through  training  and  education.  Volunteer 


your  skills!  Become  a member  of  Health  Volunteers  Overseas! 


For  more  information,  call  202-296-0928 


classifieds 


DEEP  WATER  HOME  IN  PRIVATE 
ISLAND  COMMUNITY  ON  EDISTO 
REACH:  Enjoy  creekfront  living  in  exclu- 
sive setting  offering  private  swimming  pool, 
27'  of  dock  space  and  private  boat  landing. 
Three  BR/2Ba  home  offers  huge 
living/glassed  Florida  room  w/  FP,  vaulted 
ceilings,  wet  bar  and  more.  Expansive 
marsh/water  views  with  office  downstairs  and 
room  to  build  4th  BR.  Only  $299,900.  Call 
MS.  WALTON  SALLEY , Sales  Associate.  The 
Atwood  Agency,  Edisto  Beach,  SC  at  1-800- 
476-0126  (days)  or  (803)  869-2627 
(evenings).  L Smith  B/C 

ENDOCRINOLOGY,  FAMILY  PRAC- 
TICE, INFECTIOUS  DISEASE:  Practice 
opportunities  in  Orangeburg  County  for  expe- 
rienced practitioners  and  graduating  resi- 
dents/fellows. Practice  initiation  assistance 
and  relocation  allowance  are  available.  Locat- 
ed at  the  junction  of  1-26  and  1-95,  35  minutes 
to  Columbia  and  65  minutes  to  Charleston. 
Achieve  financial  success  in  a non-competi- 
tive environment  while  enjoying  a superior 
quality  of  life.  Contact  Dr.  Chermol,  The 
Regional  Medical  Center,  at  (800)  866-6045. 

WANTED:  PRIMARY  CARE  PRAC- 
TICES: UCI  MEDICAL  AFFILIATES, 
INC.,  - DOCTOR’S  CARE,  PA  is  currently 


expanding  in  South  Carolina!  Seeking  Prima- 
ry Care  medical  practices  for  merger/acquisi- 
tion. Would  also  consider  specialty  practices. 
Please  direct  CVs,  correspondence  to  UCI 
Medical  Affiliates,  Inc.  (dba  Doctor’s  Care, 
PA),  1901  Main  Street,  Suite  1200,  Mail  Code 
1105,  Columbia,  SC  29201,  Attn:  Practice 
Acquisitions. 

SOUTH  CAROLINA  DEPARTMENT  OF 
MENTAL  HEALTH  C.  M.  TUCKER, 
JR./DOWDY  GARDNER  NURSING 
CARE  CENTER  is  currently  seeking  a full- 
time director  of  Professional  Services  (Grade 
59)  to  plan,  direct,  and  coordinate  the  medical 
and  administrative  activities  of  the  Depart- 
ment of  Professional  Services  for  the  704  bed 
facility  located  in  Columbia,  SC.  The  facility 
requires  that  qualified  candidates  must  pos- 
sess a current  license  to  practice  medicine  in 
the  state  of  SC;  preferably  in  internal 
medicine  or  family  practice  medicine.  The 
candidate  must  also  have  a minimum  of  three 
years  experience  in  medical  programs,  two 
years  of  which  must  have  been  in  an  adminis- 
trative capacity.  Proven  leadership  skills  are 
essential.  Salary  Range:  $60,433-$l  1 1,803. 
External  title:  Physician  II  (Band  10).  For  an 
interview,  please  contact:  Shielda  D.  Friend- 
ly, CNHA/CRCA,  Director,  Division,  LTNC, 
(803)  737-5301.  EOE 
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Matters  of  Interest 
to  South  Carolina 
Physicians.  yy 


Thornton  & Thorne  give  the  medical  community  something  to  think  about  this  month. 


ASSOCIATION 
GROUP  TERM  LIFE 
COSTS 

SUBSTANTIALLY 
MORE  THAN 
INDIVIDUAL 
POLICIES 


Many  physicians  feel 
that  life  insurance 
purchased  through  an 
association  group  plan 
is  less  expensive  than 
individual  policies. 

However,  individual  life 
insurance  policies 
provide  huge  savings 
compared  to 
association  group  term 
life  plans. 

We  recently  worked  with 
a 45  year  old  physician 
who  is  a non-tobacco 
user  and  qualifies  for 
preferred  risk 
underwriting.  This 
physician  has  $500,000 
of  group  term  life 
insurance  through  one 
of  the  most  prominent 
medical  associations. 

An  individual  policy  will 
save  this  physician  over 
$50,000  over  the  next  20 
years. 


In  addition  to  high  cost, 
his  association  plan  has 
the  disadvantage  of 
having  very  little 
flexibility: 

• he  must  maintain 
association  membership 
in  order  to  continue 
coverage 

• the  premiums  can  be 
increased  beyond  the 
scheduled  increases 

• the  death  benefit  will  be 
reduced  by  50%  at  age  65 


the  balance  of  the 
coverage  will  terminate  at 
age  70 

there  is  limited  ability  to 
tailor  the  coverage  to  fit 
individual,  changing 
circumstances 


PREMIUM  FOR  $500,000 

AGE 

ASSOCIATION 

INDIVIDUAL 
PREFERRED * 

45 

1,613 

1,295 

46 

1,613 

1,295 

47 

1,613 

1,295 

48 

1,613 

1,295 

49 

1,613 

1,295 

50 

2,823 

1,295 

51 

2,823 

1,295 

52 

2,823 

1,295 

53 

2,823 

1,295 

54 

2,823 

1,295 

55 

4,397 

1,295 

56 

4,397 

1,295 

57 

4,397 

1,295 

58 

4,397 

1,295 

59 

4,397 

1,295 

60 

7,769 

1,295 

61 

7,769 

1,295 

62 

7,769 

1,295 

63 

7,769 

1,295 

64 

7,769 

1,295 

TOTAL 

$83,010 

25,900 

The  cumulative  costs  of  $83,010 
over  20  years  for  the  association 
plan  are  based  on  current 
projections,  which  can  increase  or 
decrease.  The  individual  policy 
cumulative  costs  of  $29,800  are 
guaranteed  and  cannot  increase. 

The  association  does  not 
differentiate  between  classes  of 
insureds.  Thus,  the  association 
plan  may  offer  a good  deal  for 
insureds  who  might  be  rated  for  life 
insurance. 

But  for  those  insureds  who  will 
qualify  as  a standard  or  preferred 
risk,  an  individual  policy  will  save 
thousands  of  dollars  over  an 
association  plan. 

If  you  have  your  life  insurance 
through  an  association  plan  and 
would  like  to  see  if  you  can  enjoy 
similar  savings  from  an  individual 
policy,  please  call  us. 


*First  Colony  Life  Insurance  Company,  Colony  20 


Views  expressed  herein  are  those  of  the  authors  only  and  in  no  way  represent  the  SCMA  We  do  not  give  tax  advice. 
Only  your  attorney  and  accountant  are  qualified  to  do  so. 


Carolina  Physicians 
Advisory  Service 


Billy  M.  Thornton 
John  T.  Thorne 


Serving  the  members  of  the  South  Carolina  Medical  Community. 
P.O.  Box  688  • Columbia,  SC  29202  • (803)  254-0002  • Fax  (803)  765-2403 


1 -800-742-3669 


You  are  invited  to  review  our  Medical 
Office  Manager ...  a system  for  the  21st 
Century 

Take  time  to  compare  the  FMS  advantage  and  support 
services  to  your  current  system  and  service  fees. 


Fox  Meadows  Software,  Ltd. 

Medical  Office  Specialist 
Year  2000  ready 
On  site  training  and  support 
Networks  for  DOS  and  Windows 
Freedom  to  choose  your  own  hardware 
Chart  Notes  that  use  Templates  for  fast  entry 
Interfaces  with  other  Window  and  DOS  products 
Unlimited  Medical,  Statistical  and  Financial  Reporting 
Create  specialty  Databases,  Entry  Screens  and  Reports 
Electronic  claims  & Statements,  Appointment  Scheduler,  Imaging 


FMS  is  more  than  a traditional  billing  system.  Physicians  and  nurses  will  find  the 
medical  information  captured  and  the  accessibility  of  this  information  invaluable  for 
managing  the  office  today  and  into  the  21st  century. 

Fox  Meadows  Software,  LTD,  2 West  Wessex  Way,  Blythewood,  S.C.  29016 

For  additional  information  please  call  (803)  754-4290. 
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More  than  40%  of  all  South 
Carolina  physicians  in  private 
practice  use  CompuSystems’ 
Medical  Practice  Management 
System  to  work  more 
efficiently  and  profitably. 


What  can  a map  tell  you  about  a computer  system? 


Plenty  — if,  like  this  one,  it  shows 
how  many  medical  offices  in  South 
Carolina  use  a particular  practice 
management  system  to  nut  more 
efficiently,  effectively,  and  profitably. 

For  example,  it  might  show  how  a 
16-year  commitment  to  "Working  for 
Physicians"  has  resulted  in  over  660 
installations  in  South  Carolina, 
representing  some  1,930  physicians  — 
over  40%  of  the  4,600  in  private  practice 
in  the  state! 

It  might  bring  home  how  features 
like  "on-the-fly"  refiling,  encounter- 
form  tracking,  and  direct  transmission 
to  South  Carolina  Medicare,  Medicaid, 
and  Blue  Cross/Blue  Shield  (with  no 


per-claim  charges)  are  improving 
physicians'  revenue. 

It  could  clarify  how  critical  "one- 
call"  support  can  be  in  helping  offices 
stay  productive  — how  telephone 
support  staff,  software  and  hardware 
engineers,  technicians,  trainers,  and  a 
fleet  of  service  vans  can  provide 
support  unmatched  in  the  industry. 

It  might  demonstrate  how  technical 
expertise  brings  a host  of  innovations, 
starting  with  the  first  integrated,  direct 
electronic  claims  capability  in  a practice 
management  system. 

Or  it  could  validate  the  concept  of 
regional  focus:  By  selling  systems  only 
in  the  Southeast,  a computer  company 


can  keep  customers  up  to  date  on  the 
latest  insurance  filing  requirements. 

It  could  emphasize  the  flexibility  of 
multi-user,  multi-tasking  software  that 
runs  on  the  most  popular  operating 
system  in  the  world. 

And  it  could  illustrate  the  value  of 
having  a computer  vendor  with  a 
vision  for  the  future  and  the  expertise  to 
make  that  vision  work  for  you. 


System) 


inc. 

Carolina  Research  Park  • One  Science  Court 
Columbia,  SC  29203-9356 

800-800-6472  • 803-735-7700 
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CARDIAC  TRANSPLANTATION 
CORONARY  REVASCULARIZATION 
ALMS  HOUSE  OF  CHARLESTON 


How  Can  My  Office  Manager  Reach 
Me  Directly  When  I'm  Making  Rounds? 


PCS  From  Cellular  One’ 


o r t a b l e 


C 


That's  How. 


OMMUNICATION 


O L U T I O N S 


Running  a practice  and  caring  for  patients 
can  be  a real  challenge.  What's  the  best  way 
to  give  both  the  attention  they  deserve?  Use  the 
perfect  communication  solution  for  physicians, 
PCS  from  Cellular  One.  It  lets  you  select  a suite  of 
personalized  solutions  that  meet  your  practice's 
unique  communications  needs. 

There  are  lots  of  solutions  to  choose  from. 
Like  the  National  Cellular  One  Network — which 
automatically  delivers  calls  to  more  than  4,500 
cities  across  the  U.S.A.  So  when  you're  at  a con- 


vention learning  about  new  medical  techniques, 
your  office  can  just  dial  your  Cellular  One 
number  and  the  call  goes  right  through. 

There's  also  paging — which  lets  you  effec- 
tively screen  calls  so  you  can  return  important 
ones  quickly  and  efficiently.  And  the  bill's 
included  with  your  monthly  Cellular  One 
statement,  so  you  don't  have  the  hassle  of  extra 
paperwork. 

PCS.  It's  not  for  everyone.  It's  for  you.  Only 
from  Cellular  One. 


Call  1- 800- 950- 7871 

It’s  Just  That  Easy. 

CELLULARONE' 

a m=i  Service 


Portable  Communication  Solutions  is  a service  mark  of  GTE  Mobile  Communications  Service  Corp. 
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PAID  IV  Plus 


No  one  mentioned  a preauthorization.  Is  that 
something  you  can  give  her?  By  the  my,  what 
is  a preauthoriTjatum  ? 

* ISpnif 


Mix-ups  like  this  throw.ypur  practy 
off  and  frustrate  patients'.  So  head  - 
and  run 


your  office  smoothly  with  PAID  IV Plus. 

PAID  IV  Plus,  Companion  technologies’  private 
label  version  of  The  Medical  Manag8^s|ie  |§|| 
complete  practice  management  softwareb^te| 
that’s  easy  to  use.  With  just  a few  simple  keys!  t 
you’ll  master  managed  care  functions,  including: 


o <se 


treatment 

id  patient  eligibility 
Trance  policy  limits 


U. 

covered.-* 


Plus 


Companion  Technologies 


Modem  technology  for  practice  management. 


ALZHEIMER'S 
TREATMENT  STUDY 


MEDICAL  UNIVERSITY  OF  SOUTH  CAROLINA 
INSTITUTE  OF  PSYCHIATRY 
Charleston,  SC 

The  Institute  of  Psychiatry  is  seeking  volunteers  to  participate  in  an  outpatie 
research  study  of  an  investigational  medication  for  the  treatment  of  individuals  wi 
probable  Alzheimer's  Disease. 

This  treatment  program  is  offered  FREE  OF  CHARGE  for  patients  meeting  the  initi 
qualifying  criteria. 


Qualifying  participants  must: 

♦ Be  physically  healthy  men  and  women  over  50  who  are  in  the  mid  stages 
Alzheimer's  Disease 

♦ Be  under  the  private  care  of  a physician  and  primary  caregiver 

♦ Be  officially  diagnosed  with  probable  Alzheimer's  Disease  by  a physician 

♦ Have  the  symptoms  of  dementia  for  at  least  6 months 

Participants  meeting  initial  qualifying  criteria 
will  receive  the  following  free  services: 

♦ Complete  Physical  Examinations  ♦ Neurological  Examinations 
♦ Blood  Work  ♦ Routine  EKGs  ♦ Psychological  Testing 

Out-of  town  Guests  May  Receive  A Complimentary  One  Night's  Stay  At  T1 
Comfort  Inn  For  Participating  In  This  Study. 

For  more  information,  please  contact: 

Geriatric  Research,  Institute  of  Psychiatry 
Medical  University  of  South  Carolina 
Geriatric  Psychiatry  Program 
(803)  792-6895 


This  month’s  ugly  bywords,  class,  will  be  “economic  credentialing.”  The  concept  of  economic 
credentialing  until  recently  has  been  just  that — a concept  of  something  that  was  happening  else- 
where, but  that  we,  blessedly,  did  not  have  to  worry  about  here  in  South  Carolina.  In  the  past  few 
months,  however,  rumors  and  written  statements  have  surfaced  here  to  indicate  that  is  no  longer 
the  case. 

Since  1991,  the  AMA,  following  California’s  precedent,  has  been  developing  policy  with 
regard  to  this  activity.  AMA  defines  economic  credentialing  as  “the  use  of  economic  criteria 
unrelated  to  quality  of  care  or  professional  competency  in  determining  an  individual’s  qualifica- 
tions for  initial  or  continuing  hospital  medical  staff  membership  or  privileges.”  Traditionally,  cre- 
dentialing has  been  based  on  professional,  educational,  and  ethical  qualifications.  Economic  cre- 
dentialing turns  the  focus  from  professional  qualifications  to  financial  worth:  the  physician’s 
profitability  or  the  institution’s. 

A trend  seems  to  be  emerging  to  equate  hospital  privileges  with  property,  a valuable  commodity 
earned  by  quality,  education,  and  performance.  In  1995,  Illinois  adopted  into  law  legislation  set- 
ting forth  minimum  medical  staff  credentialing  due  process  requirements.  The  statute  covers  initial 
staff  applications,  current  medical  staff  applicants,  exclusive  contracts,  and  adverse  decisions.  The 
bill  was  jointly  agreed  to  by  the  Illinois  Medical  Society  and  the  Illinois  Hospital  Association. 

I do  not  wish  to  see  the  practice  of  medicine  in  the  state  of  South  Carolina  defined  one  statute 
at  a time.  I would  much  prefer  credentialing  to  continue  along  the  traditionally  established  lines 
of  hospital  bylaws,  but  not  under  bylaws  conveniently  rewritten  for  the  purpose  of  allowing  eco- 
nomic credentialing  by  the  hospital. 

AMA  policy  strongly  opposes  economic  credentialing.  Physicians  can  take  a firm  position  on 
this  process  by  carefully  reading  between  the  lines  when  deciding  how  to  vote  on  proposed 
bylaws  changes.  Phrases  such  as  “support  of  the  hospital,”  “efficiency,”  or  “utilization  practice 
patterns”  in  defining  qualifications  or  clinical  performance  authorize  a hospital  to  apply  econom- 
ic credentialing  to  physicians  applying  for  privileges.  We  must  not  allow  subtle  changes  in 
bylaws  wording  to  undermine  hard-earned  benefits  of  medical  staff  participation. 

There  is  also  a serious  legal  implication  to  economic  credentialing.  Since  1986,  peer  reviewers 
have  been  immune  from  some  damages  caused  by  peer  review  activity  under  the  federal  Health 
Care  Quality  Improvement  Act.  Most  states  protect  the  confidentiality  of  credentialing  and  other 
aspects  of  peer  review  if  it  is  conducted  in  order  to  maintain  or  improve  quality.  According  to 
health  care  attorney  Elizabeth  Snelson  of  Minnesota,  “Peer  review  actions  which  are  not  based  on 
competence  or  on  professional  conduct  which  can  or  has  adversely  affected  a patient’s  health  or 
welfare,  but  which  are  instead  based  on  economics,  are  not  eligible  for  the  HCQIA’s  immunity.” 

The  criteria  used  for  medical  staff  credentialing  may  be  intangible,  but  the  privileges  entailed 
must  be  treated  as  the  priceless  commodity  they  constitute.  Copyrights  and  patents  are  intangible 
commodities,  but  no  one  disputes  their  ownership  or  value.  Medical  staff  privileges  should  be 
viewed  from  a similar  perspective. 

i 0 
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CARDIAC  TRANSPLANTATION  IN  SOUTH 
CAROLINA:  THE  FIRST  100  PATIENTS* 
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HENRY  B.  WILES,  M.  D. 

JOHN  M.  KRATZ,  M.  D., 

ROBERT  M.  SADE,  M.  D. 

MARTHA  R.  STROUD,  M.  S. 

FRED  A.  CRAWFORD,  JR.,  M.  D. 


It  has  been  nearly  30  years  since  the  first  suc- 
cessful human  cardiac  transplant  was  per- 
formed by  Christiaan  Barnard  in  Capetown, 
South  Africa.  Since  then  cardiac  transplanta- 
tion has  matured  into  routine,  standard  thera- 
py for  a variety  of  end-stage  heart  diseases. 
Major  milestones  have  been  the  development 
of  endomyocardial  biopsy  for  the  simple  and 
timely  diagnosis  and  grading  of  rejection, 
cyclosporine  A for  effective  immunosuppres- 
sion, and  the  organization  of  the  United  Net- 
work for  Organ  Sharing  (UNOS),  the  federal 
contract  agency  which  has  systematized  and 

*From  the  Divisions  of  Cardiothoracic  Surgery, 
Cardiology,  and  Pediatric  Cardiology,  Medical 
University  of  South  Carolina,  171  Ashley  Avenue, 
Charleston,  SC. 

**Address  correspondence  to  Dr.  Crumbley  at  the 
Department  of  Surgery,  Medical  University  of  South 
Carolina,  171  Ashley  Avenue,  Charleston,  SC  29425- 
2279. 


coordinates  the  identification  of  organ  donors 
and  matching  them  with  appropriate  recipi- 
ents. 

The  Medical  University  of  South  Carolina 
began  the  state’s  cardiac  transplant  effort  on 
July  1,  1987,  when  a 12-year-old  boy  from 
Edisto  Island  received  a heart  from  a 13-year- 
old  automobile  accident  victim  vacationing  in 
Charleston.  Since  that  initial  success,  we  have 
transplanted  100  patients  on  whom  we  have 
more  than  one  year’s  follow-up.  Previously, 
we  have  reported  our  results  in  The  Journal' 
and  reviewed  the  medical  and  ethical  issues 
of  transplantation.2  Since  those  reports  our 
transplant  team  and  experience  have 
increased  significantly.  We  would  now  like  to 
report  our  results  to  South  Carolina’s  physi- 
cians. 
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TABLE  I 

GENERAL  SELECTION  CRITERIA  FOR  SOLID  ORGAN  TRANSPLANTATION 

• End-stage  organ  failure  unresponsive  to  conventional  medical  or  surgical  therapy. 

• Normal  function  or  reversible  dysfunction  of  other  major  organ  systems. 

• Absence  of  uncontrolled  infection  or  malignancy. 

• Absence  of  active  peptic  ulcer,  diverticular,  or  gall  bladder  disease. 

• Absence  of  recent  pulmonary  infarcts  or  undiagnosed  pulmonary  nodules. 

• Ability  to  understand  and  comply  with  post-transplant  medication  and  follow-up  regimens. 

SELECTION  CRITERIA  FOR  CARDIAC  TRANSPLANTATION 

Absolute 

• General  selection  criteria  for  solid  organ  transplantation. 

• End-stage  congestive  heart  failure  unresponsive  to  conventional  medical  of  surgical  therapy. 

• Pulmonary  vascular  resistance  index  less  than  6 Wood  units;  transpulmonary  gradient  less  than  15. 

• Absence  of  severe  peripheral  or  cerebrovascular  disease. 

Relative 

• Age  less  than  65  years. 

• Absence  of  type  I or  complicated  type  II  diabetes  mellitus. 

• History  of  malignant  hypertension  with  end-organ  damage,  or  hypertension  requiring  high-dose 
multi-drug  therapy  for  control. 

• Sound  psychological  makeup  and  adequate  family  support. 

• Reasonable  nutritional  status. 


MATERIALS  AND  METHODS 

Between  March  1,  1986,  and  June  1,  1995, 
we  received  543  referrals  (412  males  and  131 
females)  for  consideration  for  cardiac  trans- 
plantation by  the  Medical  University  of  South 
Carolina.  Screening  of  this  group  yielded  385 
patients  for  formal  evaluation.  Full  workups 
were  performed  in  289  males  and  96  females. 
Two  hundred  fifty-four  were  white  and  131 
were  African-Americans.  Of  these,  150 
patients  met  strict  selection  criteria  (Table  I) 
and  were  accepted  by  the  cardiac  transplant 
committee  as  candidates  for  transplantation. 
Those  listed  with  UNOS  were  118  males  and 
32  females.  One  hundred-nine  were  white 
and  41  were  African-Americans.  From  this 
group,  100  patients  received  101  cardiac 
transplants.  Transplants  were  performed  in  78 
males  and  22  females  ranging  in  age  from  six 
months  to  65  years  (mean  age=47.5  ± 12.3). 
Seventy-eight  were  white  and  22  were 
African-Americans.  All  but  one  recipient 


were  residents  of  South  Carolina  at  the  time 
of  referral  (Figure  1).  The  primary  diagnoses 
of  our  100  recipients  are  listed  in  Table  II. 
One  patient  was  retransplanted  at  one  year 
because  of  extensive  graft  atherosclerosis  and 
is  not  relisted  in  this  table.  The  status  of 
patients  accepted  for  transplantation,  but  not 
transplanted  as  of  June,  1995  (the  first  100) 
are  listed  in  Table  III. 

Immunosuppression  has  been  by  protocol 
and  has  been  fairly  constant  over  time.  The 
majority  of  our  patients  have  received  non- 
induction, triple  drug  therapy  beginning  just 
prior  to  transplantation.  Cyclosporine  A 4 to 
6 mg/kg,  depending  on  preoperative  serum 
creatinine,  and  azathioprine  4 mg/kg  are 
administered  by  mouth  one  to  four  hours 
before  operation.  An  intraoperative  dose  of 
methylprednisolone  500  mg  is  given  at  the 
time  of  cardiopulmonary  bypass.  Postopera- 
tively,  three  doses  of  methylprednisolone  125 
mg  are  given  during  the  first  24  hours  fol- 
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MUSC  CARDIAC  TRANSPLANT  PROGRAM 
June  1987  - April  1995 

RECIPIENTS 


Figure  1.  Residences  of  the  first 
transplant  recipients  at  MUSC. 

100  cardiac 

TABLE  II 

PRIMARY  DIAGNOSIS  OF  TRANSPLANT 

RECIPIENTS 

(n  = 100) 

Congestive  Cardiomyopathy 

52 

Idiopathic 

38 

Post-viral 

8 

Post-partum 

2 

Valve  related 

4 

Ischemic  Cardiomyopathy 

44 

Congenital  Heart  Disease 

4 

TABLE  III 


STATUS  OF  PATIENTS  LISTED  FOR 
TRANSPLANTATION 
BUT  NOT  TRANSPLANTED 


Still  Waiting 

12 

Became  Medically  Unsuitable 

10 

Transferred  to  Another  Center 

2 

Died  Waiting 

25 

Condition  Improved 

3 

Total 

50 

lowed  by  prednisone  at  1 mg/kg/day  in  divid- 
ed doses  gradually  tapering  to  0.3  mg/kg/day 
by  30  days  and  0.1  mg/kg/day  by  one  year. 
Cyclosporine  A is  continued  twice  daily  to 
achieve  a 12  hour  trough  whole  blood  level  of 
250  to  300  ng/dl  Azathioprine  is  continued  at 
2 mg/kg/day  according  to  white  blood  count. 


Patients  with  pre-existing  renal  insufficiency 
or  who  are  judged  to  be  at  significant  risk  of 
postoperative  renal  failure  have  cyclosporine 
A withheld  for  up  to  five  days  with  induction 
immunosuppression  using  murine  monoclon- 
al anti-CD3  antibodies  (Orthoclone®,  OKT- 
3)  administered  daily  for  one  week. 

Moderate  or  severe  rejection  within  the  first 
post-transplant  year  is  treated  with  three  daily 
doses  of  methylprednisolone  1000  mg  fol- 
lowed by  a rapid  prednisone  taper  starting  at 
1 mg/kg/day  and  stopping  at  a dose  just 
above  the  prerejection  dose.  Steroid  resistent 
rejection  has  been  treated  with  anti-lym- 
phoblast globulin,  OKT-3,  methotrexate,  vin- 
cristine or  total  lymphoid  irradiation.  In 
some  patients,  maintenance  immunosuppres- 
sion has  been  changed  from  protocol  triple 
drug  therapy,  with  tacrolimus  (FK-506)  being 
substituted  for  cyclosporine  or  mycopheno- 
late  mofetile  or  cyclophosphamide  substituted 
for  azathioprine.  Some  of  our  patients  have 
been  weaned  completely  from  corticos- 
teroids. 

This  series  of  patients  is  consecutive  and  no 
patient  who  has  been  transplanted  was 
excluded  from  this  group  for  analysis.  All 
data  are  kept  in  the  MUSC  cardiac  transplant 
data  base.  Follow-up  is  100  percent  complete 
through  June  1,  1996.  Only  one  patient  was 
briefly  lost  to  follow-up.  Unfortunately,  this 
patient  returned  to  his  local  emergency  room 
with  profound  rejection  and  died  within  two 
hours,  before  he  could  be  transferred  to 
MUSC.  Autopsies  were  obtained  on  all 
patients  who  died.  The  results  of  these  autop- 
sies are  included  in  the  data  analysis. 

Statistical  analyses  were  performed  using 
the  BMDP  Statistical  Software,  Version  7.0. 
Continuous  variables  are  reported  as  the 
mean  ± standard  deviation.  Survival  rates 
were  calculated  using  the  Kaplan  Meier  esti- 
mate and  are  reported  as  the  mean  ± standard 
error. 

RESULTS 

Eighty-two  patients  are  alive  at  one  to  nine 
years  following  their  transplants.  Actuarial 
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% Surviving 


Figure  2.  Actuarial  Survival  Data  comparing  the  first 
100  cardiac  transplant  recipients  at  MUSC  with  data 
reported  from  the  International  Society  for  Heart 
and  Lung  Transplantation  for  the  same  period. 


TABLE  IV 

Donating  Cities 

o 

”n 

z 

Charleston 

36 

Columbia 

20 

Greenville 

21 

Spartanburg 

9 

Florence 

7 

Hilton  Head 

1 

Myrtle  Beach 

1 

Out  of  State 

6 

survival  for  this  group  is  92  ± 3 percent  at 
one  year,  86  ± 4 percent  at  three  years,  79  ± 5 
percent  at  five  years,  and  74  ± 6 percent  at 
eight  years.  Figure  2 demonstrates  that  the 
MUSC  results  compare  favorably  with  those 
reported  by  UNOS  and  the  International  Soci- 
ety for  Heart  and  Lung  Transplantation  for 
the  same  period. 

Most  of  the  donor  hearts  for  the  101  trans- 
plants in  100  patients  came  from  within 
South  Carolina  (Table  IV).  Donors  ranged  in 
age  from  1.0  to  58.0  years,  mean  28.3.  Seven- 
ty-seven were  male  and  24  female.  Eighty- 
seven  were  white  and  14  black.  Causes  of  the 
donor’s  death  were  motor  vehicle  accidents  in 
36,  cerebrovascular  accidents  in  26,  gunshot 


TABLE  V 

CAUSES  OF  POST-TRANSPLANT  DEATH 

(n  = 18/100) 

3 days 

Graft  failure;  multiple  organ 
system  failure 

22  days 

Ischemic  encephalopathy 

30  days 

Cytomegalovirus  and  legionel- 
la  pneumonia 

36  days 

Disseminated  pulmonary 
aspergillosis 

3 months 

Suspected  humoral  rejecton 

4 months 

Candida  sepsis 

6 months 

Refractory  cellular  rejection 

8 months 

Brain  abscess,  stroke 

15  months 

Cellular  rejection  (noncompli- 
ance) 

19  months 

Sepsis 

20  months 

ARDS  following  pancreatecto- 
my for  pseudocysts 

26  months 

Renal  cell  carcinoma 

30  months 

Sepsis 

40  months 

Viral  sepsis;  shock;  ischemic 
encephalopathy 

43  months 

Cellular  rejection 

55  months 

Arrhythmia;  probable  hyper- 
kalemia (noncompliance) 

62  months 

Pneumocystis  carinii  pneumo- 
nia (noncompliance) 

68  months 

Multiple  trauma;  motor  vehicle 
accident 

wounds  in  18,  and  other  causes  in  21. 

The  causes  of  death  for  all  18  patients  are 
listed  in  Table  V.  Eight  patients  (44  percent) 
died  of  infection  and  4 patients  (22  percent) 
died  of  rejection.  In  at  least  three  patients, 
medical  non-compliance  significantly  con- 
tributed to  their  deaths.  The  patient  who  died 
with  early  graft  failure  had  recently  under- 
gone emergency  coronary  artery  bypass  at 
another  institution,  but  could  not  be  weaned 
from  cardiopulmonary  bypass.  He  was  trans- 
ferred to  MUSC  on  the  third  postoperative 
day,  while  being  maintained  on  a Bio-Medi- 
cus  left  ventricular  assist  device,  when  a 
somewhat  marginal  donor  became  available, 
as  the  only  timely  offer.  The  small  donor 
heart  was  never  able  to  adequately  support 
the  circulation  of  this  large  man. 
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Complications  have  occurred  in  a majority 
of  our  patients.  As  might  be  expected,  most 
complications  are  transplantation-related, 
rather  than  cardiac  in  origin.  The  most  preva- 
lent complication,  occurring  in  80  patients, 
was  cyclosporine  related  hypertension.  This 
was  often  accompanied  by  mild  renal  insuffi- 
ciency, also  caused  by  cyclosporine. 

Rejection  was  diagnosed  in  65  patients. 
Sixteen  patients  had  International  Society  of 
Heart  and  Lung  Transplantation  Grade  I or  II 
(mild  or  focal  moderate)  rejection  which 
required  at  most  minor  adjustment  of  mainte- 
nance immunosuppression.  Forty-four 
patients  had  Grade  III  (moderate)  rejection 
which  required  a specific  course  of  anti-rejec- 
tion therapy.  Two  patients  presented  with 
Grade  IV  (severe)  rejection  with  hemody- 
namic compromise. 

Infection  requiring  hospitalization,  usually 
the  result  of  the  “over  immunosuppression” 
required  to  treat  rejection,  occurred  in  52 
patients.  Many  of  these  patients  had  multiple 
episodes  of  infection.  In  29  patients  the  infec- 
tions were  viral,  usually  cytomegalovirus  or 
herpesvirus. 

Cardiac  allograft  vascular  disease  (athero- 
sclerosis) has  occurred  in  20  of  the  88 
patients  who  survived  at  least  one  year  and 
had  baseline  and  one  year  post-transplant 
coronary  angiograms.  Donor  associated  coro- 
nary disease  was  present  in  six  patients.  Mild 
disease  is  present  in  13  (14.8  percent);  mod- 
erate disease  is  present  in  one,  and  severe  dis- 
ease is  present  in  six  (6.8  percent).  Non-fatal 
cardiac  events  related  to  allograft  vascular 
disease  have  occurred  in  six  patients.  Percu- 
taneous transluminal  coronary  angioplasty 
has  been  performed  in  four  patients.  One 
patient  has  suffered  a myocardial  infarction, 
and  one  patient  underwent  successful  coro- 
nary artery  bypass  for  left  main  coronary 
stenosis  that  developed  between  yearly 
angiograms. 

DISCUSSION 

After  the  initial  enthusiasm  that  followed  the 
introduction  of  cardiac  transplantation  in  late 


1967,  uniformly  disappointing  long-term 
results  limited  the  performance  of  transplants 
to  a few  centers  world-wide.  Careful  research 
produced  limited  success,  however,  and  car- 
diac transplantation  remained  an  experimen- 
tal procedure.  The  introduction  of 
cyclosporine  A and  triple  drug  immunosup- 
pression in  the  early  1980s  was  met  with  a 
significant  improvement  in  cardiac  transplant 
survival.  The  result  was  a resurgence  of  activ- 
ity and  a proliferation  of  cardiac  transplant 
programs.  Indeed,  over  one-third  of  all  the 
cardiac  transplants  performed  by  1986  were 
done  in  that  year! 

In  order  to  provide  the  full  range  of  cardiac 
surgical  services  within  the  state  to  the  citi- 
zens of  South  Carolina,  the  Medical  Universi- 
ty of  South  Carolina  organized  its  cardiac 
transplant  team  in  1986  and  performed  South 
Carolina’s  first  transplant  the  following  year. 
Since  the  previous  report  outlining  our  initial 
efforts,'  more  than  130  patients  have  under- 
gone cardiac  transplantation  at  MUSC.  This 
volume  of  patients  has  allowed  us  to  make 
several  observations  not  obvious  from  our 
initial  experience. 

The  first  and  most  important  observation  is 
that,  in  contrast  to  the  widespread  belief  that 
good  results  could  only  be  expected  from 
large  centers  performing  25  or  more  trans- 
plants per  year,1  we  have  demonstrated  that  a 
small  center  serving  a limited  population  can, 
with  care,  attention  to  detail  and  a multidisci- 
plinary team  of  transplant  specialists,  match 
or  exceed  the  clinical  results  of  larger  centers4 
(Figure  2).  Furthermore,  the  cost  of  cardiac 
transplantation  can  be  controlled  despite  the 
absence  of  “economies  of  scale”  which  might 
be  expected  from  larger  centers  by  paying 
specific  attention  to  concerns  of  efficiency. 
Table  VI  compares  MUSC  results  for  1994 
with  some  of  our  sister  institutions  within  the 
University  Health  Care  Consortium.  Our  low 
30-day  readmission  rate  demonstrates  that  a 
premature  discharge  policy  is  not  the  factor 
responsible  for  our  low  costs.  Managed  care 
and  competition  for  contracts  has  led  to  the 
conclusion  by  many  third  party  payers  that 
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I ABLE  VI 


SELECTED  1994  UNIVERSITY  HEALTH  CARE  CONSORTIUM 
CARDIAC  TRANSPLANT  DATA 


Hospital 

Cases 

Mn  LOS 

Med  LOS 

30d.  Readm 

Mn  Cost 

Med  Cost 

MUSC 

21 

13.2 

12 

30% 

$72,900 

$64,500 

UCLA 

56 

18.5 

9 

14% 

$79,500 

$65,000 

Stanford 

27 

18.6 

17 

47% 

$96,600 

$88,800 

Minnesota 

19 

25.8 

23 

24% 

$81,600 

$72,900 

Arizona 

41 

26.2 

16 

41% 

$89,500 

$72,500 

Michigan 

18 

26.8 

17.5 

22% 

$85,900 

$64,700 

Alabama 

39 

28.3 

14 

73% 

$98,600 

$67,700 

Shands  (FL) 

31 

32.8 

19 

26% 

$99,500 

$66,600 

Emory 

27 

33.0 

33 

37% 

$115,500 

$95,900 

Vanderbilt 

17 

46.9 

47 

37% 

$85,000 

$82,500 

Columbia 

66 

56.3 

44.5 

30% 

$176,100 

$160,900 

Pittsburgh 

28 

86.8 

69.5 

34% 

$230,800 

$203,800 

AH  UHC 

733 

36.1 

22 

35% 

$103,700 

$82,100 

(Mn  LOS  = Mean  lenth  of  stay;  Med  LOS  = Median  lenth  of  stay;  30d.  Readm  = 30  day  readmission 
rate,  an  indicator  of  complication  rate  and  premature  discharge;  Mn  Cost  = Mean  cost;  Med  Cost  = Medi- 
an cost;  All  UHC  = All  reporting  UHCC  Cardiac  Transplant  Centers) 


“centers  of  excellence”  can  only  be  achieved 
with  large  numbers  and  by  regionalizing 
transplantation  to  a few  hospitals  nationally. 
It  is  our  opinion  that  such  restrictions  are  not 
only  unnecessary  from  a financial  and  quality 
of  care  standpoint,  but  significantly  restrict 
their  patients  access  to  transplantation  by 
requiring  long  distance  travel  by  patients  and 
families.  This  hardship  does  not  seem  justi- 
fied in  light  of  our  data.  In  a time  of  shrinking 
medical  resources,  South  Carolina  physicians 
can  be  assured  that  their  cardiac  transplant 
program  is  cost  effective  compared  with  peer 
programs. 

Second,  corrective  cardiac  surgical  proce- 
dures can  be  safely  performed  in  cardiac 
transplant  patients  when  needed.  We  have 
performed  two  valve  repairs,5  one  peri- 
cardiectomy  for  constrictive  pericarditis,  and 
one  coronary  artery  bypass  without  operative 
mortality. 

Pulmonary  hypertension  has  been  a signifi- 


cant problem,  especially  intraoperatively. 
Although  the  recipient’s  native  right  ventricle 
has  hypertrophied  to  compensate  for  the  pres- 
sure load,  the  donor  right  ventricle  has  not 
been  prepared  in  this  way.  The  result  is  right 
ventricular  failure  and  systemic  hypotension, 
which  compounds  the  problem  by  causing 
right  ventricular  ischemia.  Although  we 
screen  patients  carefully  for  fixed  pulmonary 
arteriolar  pressure  gradients  greater  than  15 
mm  Hg,  some  have  failed  to  respond  to  the 
usual  pulmonary  vasodilators  administered 
intraoperatively.  We  have  found  the  infusion 
of  the  very  short  acting  vasodilator, 
prostaglandin  El  into  the  pulmonary  circula- 
tion to  be  beneficial  in  these  cases.6  Neverthe- 
less, post-transplant  pulmonary  hypertension 
and  resulting  right  ventricular  graft  failure 
has  been  the  source  of  significant  postopera- 
tive morbidity  in  our  series  and  remains  a 
formidable  challenge. 

Chronic  vascular  rejection  manifested  by 
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graft  atherosclerosis  has  emerged  as  the  sin- 
gle most  frustrating  factor  in  long  term  sur- 
vival after  transplantation.  It  is  present  in 
over  20  percent  of  our  patients  and  has  been  a 
major  source  of  morbidity  in  six.  The  pattern 
of  atherosclerosis  is  usually  different  than 
that  seen  in  the  nontransplant  population.  It  is 
often  a diffuse,  symmetrical,  proliferative 
process  affecting  smaller  vessels  first.  This 
makes  the  usual  interventions  for  coronary 
artery  disease  inappropriate  in  most  cases. 
PTCA  has  been  used  by  our  program  and  oth- 
ers with  success  in  cases  with  proximal  dis- 
ease.7 

Multiple  nonimmunologic  factors  predis- 
pose the  cardiac  transplant  recipient  to 
atherosclerosis.  Many  of  these  relate  to  corti- 
costeroid use.  Male  patients  are  dyslipemic, 
glucose  intolerant  and  hyperinsulinemic  com- 
pared with  normal  controls.8  Diet  therapy, 
exercise,  and  cholesterol  lowering  agents 
have  been  used  to  manage  these  risk  factors. 
In  addition,  immune  related  factors  such  as 
cytomegalovirus  infection,  Rh  blood  group 
mismatching,  and  number  of  previous  acute 
rejection  episodes  seem  to  be  related  to  the 
development  of  graft  atherosclerosis.  The  use 
of  diltiazem  seems  to  be  mildly  protective9 
and  has  the  added  benefits  of  treating  post- 
transplant hypertension,  ameliorating 
cyclosporine  induced  nephrotoxicity,  and 
increasing  cyclosporine  levels  allowing  lower 
and  more  economical  dosage. 

Because  transplantation  of  patients  in  inten- 
sive care  units  on  inotropic,  ventilator,  or 
mechanical  support  has  been  shown  to  be 
more  costly10  and  to  yield  poorer  results,11  we 
have  worked  to  keep  our  candidates  off 
mechanical  support  and  as  outpatients  even  if 
home  dobutamine  infusion  and  other  types  of 
special  care  were  required.  However,  the 
availability  of  improved  short  and  long-term 
mechanical  devices  and  recent  reports  of  bet- 
ter results  have  now  led  us  to  the  develop- 
ment of  a mechanical  assist  program  for  those 
patients  who  are  critically  ill  and  developing 
end  organ  failure  while  awaiting  a donor. 

We  continue  to  encourage  the  early  referral 


of  patients  with  end  stage  heart  disease  for 
consideration  for  transplantation.  Many 
patients  die  because  they  are  not  referred 
until  multiple  organ  failure  and  cardiac 
cachexia  have  made  them  unsuitable  candi- 
dates. Others  die  waiting  for  transplantation 
because,  especially  for  blood  group  O and  B 
hearts,  the  waiting  period  for  a donor  heart 
may  be  a year  or  more.  It  may  be  that  the 
establishment  of  our  ventricular  assist  pro- 
gram will  allow  these  debilitated  patients  to 
survive  a prolonged  wait  and  to  recover  from 
cardiac  failure  induced  multiple  organ  failure, 
making  them  acceptable  transplant  candi- 
dates. However,  the  best  chance  of  successful 
transplantation  remains  with  the  timely  refer- 
ral of  heart  failure  patients. 

Finally,  the  problem  of  inadequate  organ 
donation  remains  critical  throughout  the 
transplant  community.  Despite  the  fact  that 
waiting  transplant  candidates  are  cared  for 
with  the  assistance  of  cardiologists  specializ- 
ing in  heart  failure,  25  of  our  candidates  died 
during  the  period  in  which  the  first  100 
patients  were  transplanted.  Large  numbers  of 
suitable  donors  are  still  being  lost  because  of 
failure  of  medical  personnel  to  recognize 
them  as  potential  donors  and  families  refus- 
ing to  give  consent.  There  have  been  several 
initiatives  to  try  to  decrease  organ  wastage 
including  required  request  laws  and  vigorous 
public  education  programs.  Donation  among 
Americans  of  African  descent  seems  to  be 
responding  to  public  education  as  they  realize 
that  blacks  have  benefitted  at  equal  or  even 
disproportionately  higher  levels  (kidney 
transplantation)  from  transplantation.  Many 
innovative  suggestions  are  being  entertained 
by  the  transplant  community  in  an  effort  to 
further  increase  donation. 

CONCLUSION 

Two  firm  commitments  support  the  cardiac 
transplant  program  at  the  Medical  University 
of  South  Carolina.  These  are  to  provide  the 
citizens  of  South  Carolina  with  both  the  full 
range  of  high  quality  cardiac  surgical  services 
and  to  provide  access  to  all  tissue  and  solid 


December  1996 


491 


CARDIAC 

TRANSPLANTATION 


organ  transplants  within  the  state.  These  com- 
mitments have  allowed  the  creation  of  a dedi- 
cated team  of  transplant  physicians  and  sur- 
geons as  well  as  the  extensive  laboratory  and 
support  personnel  required  to  produce  excel- 
lent results.  Once  assembled,  the  team  pro- 
vides the  breadth  and  depth  of  experience  to 
care  for  the  most  complex  problems  in  large 
numbers  of  patients.  Indeed,  our  program  is 
growing  rapidly  with  17  transplants  per- 
formed in  the  first  seven  months  of  1996. 
Growth  and  success  remain  limited  by  two 
factors.  The  first  is  the  availability  of  donor 
organs.  The  second  is  the  survival  with  medi- 
cal management  of  transplant  candidates 
awaiting  an  appropriate  donor.  We  would 
therefore  encourage  physicians  to  assist  in 
educating  the  public  about  organ  donation 
and  to  refer  their  heart  failure  patients  with 
end-stage  disease  early  for  evaluation  for 
transplantation.  □ 
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USE  OF  THE  GASTROEPIPLOIC  ARTERY  FOR 
CORONARY  REVASCULARIZATION 

JOHN  R.  HANDY,  JR.,  M.  D.* 


Improved  survival  with  the  use  of  the  internal 
thoracic  artery  (ITA)  to  revascularize  the  left 
anterior  descending  coronary  artery  (LAD)  as 
compared  to  saphenous  vein  grafts  (SVG)1 
has  led  to  the  use  of  multiple  arterial  grafts 
for  coronary  artery  bypass  (CAB).  In  1987, 
Pym  et  al2  described  the  use  of  the  gastroepi- 
ploic artery  (GEA)  for  direct  coronary  revas- 
cularization in  a small  series  of  patients.  Uti- 
lization of  the  GEA  for  CAB  has  been  cham- 
pioned by  Suma  who  demonstrated  midterm 
clinical  and  angiographic  results  similar  to 
those  of  the  ITA.3 

CAB  has  been  performed  at  the  Medical 
University  of  South  Carolina  (MUSC)  since 
1970  with  5,027  cases  of  CAB  performed  at 
MUSC  between  1979  and  1995.  At  MUSC, 
the  ITA  has  been  used  as  a conduit  for  CAB 
since  1986  in  a total  of  1,249  cases.  Multiple 
coronary  revascularization  using  either  bilat- 
eral or  sequential  ITA  anastomosis  has  been 
performed  in  265  cases.  The  GEA  has  been 
utilized  for  conduit  since  1989  in  29  cases. 
Since  the  GEA  is  a somewhat  unique  conduit, 
we  wish  to  report  our  experience  using  this  as 
a conduit  option  for  CAB. 

METHODS 

The  GEA  is  typically  utilized  in  the  setting  of 
multiple  arterial  grafts  for  CAB  in  a younger 
patient.  Relative  contraindications  to  use  of 
the  GEA  include  a history  of  duodenal  ulcer, 
diabetic  gastroparesis  or  severe  visceral 
artery  atherosclerosis. 

The  median  sternotomy,  ITA  and  SVG  har- 
vest are  performed  in  standard  fashion.  The 
sternotomy  incision  is  then  extended  down 
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four  to  six  cm  into  the  epigastrium.  The  peri- 
toneum is  entered.  The  gastrocolic  omentum 
is  divided  using  electrocautery  and  ligatures. 
The  pulse  of  the  GEA  is  identified.  A large 
silk  suture  is  then  placed  along  the  free  edge 
of  the  GEA  pedicle  to  assist  in  twist-free 
placement  of  the  pedicle  later  in  the  opera- 
tion. The  patient  is  fully  heparinized  from  the 
prior  ITA  take  down.  The  GEA  is  mobilized 
from  the  stomach  using  multiple  silk  liga- 
tures. Dissection  proceeds  from  the  bare  area 
of  the  stomach,  where  the  GEA  anatomically 
anastomoses  with  the  short  gastric  arteries,  to 
proximal  to  the  pylorus.  The  GEA  pedicle  is 
left  proximally  based  upon  the  gastroduode- 
nal artery.  The  CAB  then  is  performed  using 
cardiopulmonary  bypass  and  hypothermic 
cardioplegic  arrest.  The  GEA  is  a long  graft 
and  can  easily  reach  any  coronary  artery,  but 
usually  is  used  to  revascularize  the  posterior 
descending  artery.  Once  all  SVGs  and  any 
free  ITA  grafts  are  completed,  the  GEA  is 
brought  retrogastric  through  the  gastrohepatic 
omentum  but  anterior  to  the  left  lobe  of  the 
liver.  A cruciate  diaphragmatic  incision  is 
made  and  the  GEA  delivered  into  the  pericar- 
dial sac.  The  end  of  the  GEA  is  spatulated 
and  sewn  to  the  opened  coronary  artery.  The 
patient  is  separated  from  cardiopulmonary 
bypass  after  performance  of  proximally  pedi- 
cled  ITA  grafts.  Since  the  GEA  is  prone  to 
spasm,3-4  the  patient  is  started  on  a calcium 
channel  blocker  drip  after  separating  from 
bypass.  The  GEA  pedicle  is  interrogated  with 
Doppler  ultrasound  to  confirm  patency.  The 
chest  and  abdomen  are  closed  in  the  standard 
fashion.  Other  than  institution  of  calcium 
channel  blockers,  post-operative  management 
does  not  differ  from  that  of  CAB  wherein  no 
GEA  is  used.  Extubation,  discontinuing  the 
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nasogastric  tube  and  dietary  intake  are  not 
altered  from  the  usual.  Variations  are  neces- 
sary if  other  target  coronary  arteries  are 
selected  for  GEA  revascularization.  If  used 
on  branches  of  the  circumflex  coronary 
artery,  the  GEA  pedicle  is  brought  retrohepat- 
ic  after  mobilization  of  the  left  triangular  lig- 
ament. Operative  findings  occasionally  pro- 
hibit use  of  the  GEA.  These  include  a very 
short  gastrocolic  omentum,  unexpected  hep- 
atic cirrhosis  or  fatty  liver,  or  a poor  GEA 
pulse  by  palpation  prior  to  mobilization. 

Since  1994,  MUSC  has  participated  in  the 
National  Cardiac  Surgery  Database  of  the 
Society  of  Thoracic  Surgeons.  This  database 
collects  information  on  all  cases  requiring 
cardiopulmonary  bypass.  The  information 
captured  includes  patient  demographics,  pre- 
operative risk  factors,  specifics  of  the  opera- 
tive procedure,  and  postoperative  complica- 
tions. Using  this  database,  the  patients  under- 
going CAB  at  MUSC  using  GEA  were  char- 
acterized. Use  of  the  GEA  for  CAB  conduit 
began  with  a single  case  in  1989  and  another 
eight  cases  in  1993  prior  to  participation  in 
the  National  Cardiac  Surgery  Database. 
Accordingly,  these  records  were  reviewed 
and  the  data  were  entered  into  the  database  to 
allow  characterization.  Continuous  variables 
are  reported  as  mean  ± standard  error  of  the 
mean.  Continuous  variables  were  analyzed 
using  the  analysis  of  variance  procedure.  Cat- 
egorical variables  are  reported  as  percentages. 

RESULTS 

Table  1 shows  the  demographics  and  preoper- 
ative risk  factors  of  patients  undergoing  CAB 
with  GEA.  Young,  predominantly  male 
patients  with  triple  vessel  disease  and  normal 
ventricular  function  characterized  the  group. 
Previous  CAB  accounted  for  14  percent  of 
the  group.  Nearly  half  of  the  patients  had  a 
history  of  previous  myocardial  infarction. 

Preoperative  risk  factors  examined  are  list- 
ed in  Table  2.  The  average  number  of  risk 
factors  was  3.72  ± 0.30  per  patient  which  is 
statistically  the  same  as  patients  undergoing 
CAB  using  SVG  alone  (3.87  ± 0.01  per 


TABLE  1 

PATIENT  CHARACTERISTICS 


GEA 

# Patients 

29 

Age 

5 1 ±2  yrs 

Male/Female 

25/4 

Previous  CAB  (%) 

4(14%) 

Previous  MI  (%) 

14  (48%) 

Ejection  Fraction 

58±2% 

# Vessels  Diseased 

Left  Main  Only  (%) 

0 

Single 

0 

Double 

8 (28%) 

Triple 

21  (72%) 

Av  # Risk  Factors 

3.72±0.30 

per  Patient 


TABLE  2 

PREOPERATIVE  RISK  FACTORS 
TRACKED 

Smoking  history 

Family  history  of  coronary  disease 
Diabetes 
Morbid  obesity 
Hypercholesterolemia 
Renal  failure 
Hypertension 
Pulmonary  hypertension 
History  of  stroke 
Endocarditis 
Cardiomegaly 
Obstructive  lung  disease 
Immunosuppressive  therapy 
Peripheral  vascular  disease 
Cerebrovascular  disease 


patient,  p > 0.05).  Operative  characteristics 
are  demonstrated  in  Tables  3 and  4.  The  aver- 
age number  of  grafts  per  patient  was  3.34  ± 
0.02,  indicating  complex  revascularization. 
The  average  number  of  arterial  grafts  per- 
formed in  the  GEA  group  was  2.2  with  a 
range  of  one  to  three.  The  number  of  arterial 
grafts  performed  in  the  GEA  group  is  dis- 
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TABLE  3 

NUMBER  OF  ARTERIAL 

GRAFTS  PERFORMED 

Number  of 

Number  of  Cases  (%) 

Arterial  Grafts 
1 

4(14%) 

2 

15  (52%) 

3 

10(34%) 

TABLE  4 

CAB  SURGICAL  PROCEDURE 
CHARACTERISTICS 

GEA 

Cross  Clamp  Time 
(min) 

81  ±5 

Cardiopulmonary 
Bypass  Time  (min) 

1 19±7 

Number  of  Grafts 
per  Patient 

3.34±0.02 

Use  of  Balloon 
Counterpulsation 

3.4% 

played  in  Table  3,  showing  86  percent  had 
two  or  three  arterial  grafts.  In  three  cases, 
harvest  of  the  GEA  was  aborted  due  to  one  of 
the  previously  mentioned  intraoperative  find- 
ings. On  two  occasions,  the  GEA  was  placed 
as  a free  graft  with  a proximal  aortic  anasto- 
mosis. 

Characteristics  of  the  CAB  procedure  using 
GEA  as  conduit  are  listed  in  Table  4.  The 
cross  clamp  time  is  longer  in  the  GEA  com- 
pared to  the  usual  CAB  reflecting  the  greater 
degree  of  technical  difficulty  in  performing 
multiple  arterial  grafts.  However,  the  length 
of  cardiopulmonary  bypass  time  is  not  exces- 
sive. The  need  for  intra-aortic  balloon  coun- 
terpulsation was  3.4  percent. 

The  postoperative  course  of  these  patients 
undergoing  CAB  using  GEA  is  indicated  in 
Table  5.  Postoperative  complications  tracked 
are  displayed  in  Table  6.  The  average  number 


TABLE  5 

POSTOPERATIVE  COURSE 

GEA 

Av  # Complications 
per  Patient 

0.55+0.21 

Patients  with 
Complications  (%) 

37.9 

Time  from  CAB  to 
Discharge  (days) 

5.3±1 .3 

Mortality  Rate 

(%) 

3.45 

of  complications  per  patient  was  significantly 
lower  when  using  the  GEA  compared  to 
using  SVG  alone  (SVG  = 1.02  ± 0.07  per 
patient,  p < 0.05).  The  mean  postoperative 
length  of  stay  was  5.3  ± 1.3  days.  No  intra- 
abdominal complications  such  as  ileus,  gas- 
trointestinal bleeding  or  pancreatitis  were 
experienced  in  the  GEA  group.  Finally,  surgi- 
cal mortality  was  3.57  percent  in  this  group 
of  patients. 

The  night  of  surgery  while  in  the  intensive 
care  unit,  a single  patient  with  a GEA  graft 
experienced  acute  graft  occlusion  due  to 
spasm,  precipitating  ventricular  fibrillation. 
The  patient  had  been  on  continuous  intra- 
venous calcium  channel  blocker  since  being 
revascularized.  Emergent  return  to  the  operat- 
ing room  undergoing  open  cardiac  massage 
revealed  no  technical  anastomotic  problems. 
The  GEA  had  no  Bow  when  transected  and 
was  replaced  with  a SVG.  He  was  discharged 
home  on  postoperative  day  eight  after  a sub- 
sequent uncomplicated  stay. 

Of  the  29  patients  in  the  GEA  group,  three 
patients  underwent  subsequent  coronary  arte- 
riography seven  to  24  months  postoperative- 
ly.  One  of  these  patients,  who  had  the  GEA 
placed  as  a free  graft,  had  occlusion  of  the 
GEA  at  arteriography. 

DISCUSSION 

The  improved  survival  demonstrated  with  the 
use  of  the  internal  thoracic  artery  (ITA)  com- 
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TABLE  6 

POSTOPERATIVE  COMPLICATIONS 
TRACKED 

Operative 

Reop/bleeding 
Reop/valve  dysfunction 
Reop/graft  occlusion 
Reop/other 

Periop  myocardial  infarction 

Infection 

Sternal 

Leg 

Intra-aortic  balloon  site 
Septicemia 
Urinary  tract 
Neurologic 
Stroke 
Delirium 
Coma>24  hrs. 

Pulmonary 

Ventilator  prolonged 
Pulmonary  embolism 
Pulmonary  edema 
Adult  respiratory  distress  syndrome 
Pneumonia 
Renal 

Renal  failure 
Dialysis  required 
Valvular 
Vascular 

Dissection 
Acute  ischemia 
Other 

Heart  block  (permanent  pacemaker) 

Cardiac  arrest 

Tamponade 

Multi-system  failure 

Atrial  fibrillation 

Other 


pared  to  saphenous  vein  grafts  (SVG)  when 
placed  to  the  LAD  is  due  to  superior  ITA 
patency  at  mid  (five  years)  and  long  term 
(more  than  10  years)  follow-up.5  Additional- 
ly, use  of  the  ITA  has  been  shown  to  signifi- 
cantly decrease  the  incidence  of  subsequent 
nonfatal  cardiac  events  and  reoperation.6  A 
recent  large  database  report  has  demonstrated 
that  use  of  the  ITA  is  an  independent  predic- 
tor of  improved  CAB  operative  survival  in 
nearly  all  risk  categories.7  The  clear  benefit 


with  placement  of  the  ITA  to  the  LAD  has 
been  extrapolated  to  other  target  coronary 
arteries,  leading  to  use  of  multiple  arterial 
conduits  for  coronary  artery  bypass  (CAB).8 

Most  series  of  multiple  arterial  conduits  for 
coronary  revascularization  focus  on  the  use  of 
bilateral  ITAs.  However,  use  of  bilateral  ITAs 
is  not  without  risk.  Bilateral  ITA  use  has  been 
reported  to  result  in  increased  risk  of  sternal 
wound  infection,7  especially  in  the  setting  of 
diabetes  or  obesity.9  Because  of  these  possible 
risk  factors  or,  alternatively,  in  the  setting  of 
reoperation  with  lack  of  suitable  venous  con- 
duit or  an  intact  left  ITA  graft,  other  arterial 
conduit  is  occasionally  appropriate. 

The  search  for  arterial  conduit  for  CAB 
resulted  in  reports  on  the  use  of  gastroepi- 
ploic (GEA)  artery.2  The  primary  advocate  for 
use  of  the  GEA  has  been  Suma,  who  reports  a 
10-year  experience  involving  518  patients.3 
The  mean  age,  gender  ratio,  previous  CAB. 
previous  myocardial  infarction  and  number  of 
diseased  vessels  in  his  series  are  similar  to 
this  report.  His  operative  mortality  is  2.3  per- 
cent. Short  term  angiographic  patency  at  two 
months  is  96  percent  of  365  patients  in  the  in- 
situ  series  with  somewhat  worse  patency  in  a 
small  number  of  free  grafts  (12/15  - 80  per- 
cent). Mid-term  patency  at  two  to  five  years 
is  92  percent  (57/62)  in  the  in-situ  series.  This 
contrasts  to  a reported  mid-term  patency  of 
SVGs  of  approximately  80  percent  and  ITA 
grafts  mid-term  patency  of  95  percent.1  The 
decreased  patency  of  the  GEA  as  a free  graft 
and  our  experience  leads  us  to  recommend 
against  using  this  conduit  as  a free  graft. 

A French  series  involving  240  patients 
undergoing  bilateral  ITA  and  GEA  revascu- 
larization demonstrates  postoperative  day  15 
angiographic  GEA  patency  in  96  percent  of 
51  patients.10  A series  from  the  Netherlands, 
involving  300  patients  undergoing  GEA 
revascularization  in  addition  to  the  use  of  one 
or  both  ITAs  and  SVGs,  reports  an  operative 
mortality  of  3.3  percent."  Their  patient  demo- 
graphics are  similar  to  the  current  report. 
Eighty-eight  patients  underwent  elective 
coronary  arteriography  at  a mean  of  10 
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months  postoperatively.  Over  the  four  years 
of  study,  GEA  patency  rates  improved  from 
77  percent  to  95  percent  while  ITA  patency 
was  constant  at  97  percent  implying  a learn- 
ing curve  to  the  use  of  the  GEA. 

This  series  utilizing  the  GEA  for  CAB  con- 
firms the  above  reports.  The  young  age  of  the 
patient  undergoing  CAB  using  GEA  is  pur- 
poseful, as  the  purported  benefits  of  multiple 
arterial  revascularization  would  be  greatest  in 
this  population.  The  long  aortic  cross  clamp 
time  for  the  use  of  the  GEA  indicates  the 
technical  complexity  of  performing  multiple 
arterial  anastomoses.  None  the  less,  this  did 
not  result  in  longer  cardiopulmonary  bypass 
time  and  did  not  translate  into  increased  post- 
operative complications,  mortality  or 
increased  length  of  stay. 

Mills  et  al  report  use  of  the  GEA  in  88 
patients.4  In  two  cases,  GEA  harvest  was 
aborted  due  to  inadequate  conduit  size.  This 
is  contrasted  with  our  experience  of  three 
aborted  harvests  due  to  unexpected  intra- 
abdominal findings  such  as  hepatic  fatty 
metamorphosis,  cirrhosis  or  exceedingly 
short  gastrocolic  omentum.  They  report  a 
mortality  rate  of  2.3  percent  and  a postopera- 
tive complication  rate  of  28  percent  to  which 
our  results  are  comparable.  Pancreatitis  and 
other  intra-abdominal  complications  have 
been  touted  as  a disadvantage  to  the  use  of 
the  GEA.  Our  experience  is  compatible  with 
other  reports34  in  so  far  as  no  instance  of 
ileus,  pancreatitis,  gastrointestinal  bleeding  or 
any  intra-abdominal  catastrophe  occurred. 
Indeed,  the  short  length  of  postoperative  stay 
indicates  no  delay  whatsoever  in  return  of  gut 
function. 

Certain  advantages  are  inherent  in  the  use 
of  the  GEA  for  CAB.  It  is  a long  graft  and 
can  easily  reach  any  coronary  artery  requiring 
arterial  revascularization.  This  is  especially 
important  in  the  performance  of  redo-CAB, 
where  conduit  is  in  short  supply  or  the  ITA 
has  already  been  utilized.  Further,  as  the  risks 
of  bilateral  ITA  harvest  are  greatest  in  the 
diabetic  or  obese,  use  of  the  GEA  allows 
aggressive  arterial  revascularization  without 


increased  risk.  Additionally,  when  dealing 
with  a severely  calcific  ascending  aorta,  the 
GEA  is  advantageous  as  no  proximal  anasto- 
mosis is  required. 

SUMMARY 

In  summary,  use  of  the  gastroepiploic  artery 
for  coronary  revascularization  provides  a reli- 
able arterial  conduit  without  increasing  post- 
operative length  of  hospitalization,  peri-oper- 
ative morbidity  or  mortality.  Reported  mid- 
term patency  rates3  exceed  those  of  saphe- 
nous vein  grafts  and  are  comparable  to  inter- 
nal thoracic  artery  grafts.1  Thus,  the  gas- 
troepiploic artery  is  exceeded  only  by  the 
internal  thoracic  artery  as  the  preferable  con- 
duit in  coronary  revascularization.  □ 
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MEDICAL  UNIVERSITY  OF  SOUTH  CAROLINA 
INSTITUTE  OF  PSYCHIATRY 
Charleston,  SC 

DEPRESSION  IS  NOT  A NORMAL  PART  OF  AGING.  It  results  from  chemical  changes  in  the  brain  and  afl 
approximately  15  percent  of  adults  over  age  65  in  the  U.  S.  Serious  illness,  retirement,  or  loss  of  a spouse  can  incr 
the  possibility  of  depression. 


/ Difficulty  concentrating  and  remembering  things 
/ Increased  worrying  about  health  and  finances 
/ Difficulty  sleeping  or  sleeping  too  much 
/ Loss  of  interest  in  social  activities 


/ Sadness  (lasting  2 weeks  or  more) 
/ Weight  loss  or  gain 
/ Tearfulness 
/ Restlessness 


Dr.  Jacobo  Mintzer,  Director  of  Geriatric  Psychiatry  at  MUSC,  is  offering  ASSESSMENT  and  TREATME 
FREE  OF  CHARGE,  as  part  of  an  outpatient  medication  research  study  comparing  two  marketed  antidepre 
drugs  in  the  treatment  of  depression  in  persons  over  65  years  old. 

QUALIFYING  PARTICIPANTS  MUST: 

♦ Be  physically  healthy  men  and  women  over  the  age  of  65 

♦ Have  depressive  symptoms  for  at  least  1 month 

♦ Not  be  presently  treated  with  an  antidepressant  medication 

For  more  information , please  contact: 

Geriatric  Sendees — (803)  792-6895 
Medical  University  of  South  Carolina 
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HIGHLIGHTS  OF  THE  NOVEMBER  13  BOARD  OF  TRUSTEES  MEETING 


PRO  Board  of  Directors:  The  SCMA  Board  of  Trustees 
is  seeking  nominations  of  physicians  to  serve  on  the  PRO 
Board  of  Directors.  At  its  meeting  in  January,  the  Board 
of  Trustees  will  submit  nominations  for  this  board. 


The  December  1996  Medicare  Advisory  contains  impor- 
tant information  about  the  changes  in  Medicare  for  1997. 
The  1997  Medicare  Participation  Enrollment  Package 
was  mailed  in  November  and  contains  important  infor- 
mation for  participating  and  non-participating  providers 
alike.  It  includes  an  enrollment  announcement,  fact  sheet 
of  legislative  changes,  participation  agreement,  and  fee 
schedule.  If  you  would  like  to  change  your  participation 
status,  you  must  do  so  by  December  31,  1996.  The  fol- 
lowing highlights  the  changes  in  Medicare  effective  Jan- 
uary 1,  1997.  Please  refer  to  your  December  1996 
Medicare  Advisory  for  more  information. 

Part  B Monthly  Premium:  Monthly  premiums  for 
Medicare  Part  B will  increase  $1.30  to  $43.80.  The 
deductible  will  be  $100. 

Physician  F ee  Schedule  Services:  The  national  work  rel- 
ative value  units  (RVUs)  for  about  1 , 100  procedures  were 
reviewed  resulting  in  substantial  changes  in  work  RVUs 
for  more  than  400  procedures  in  1997.  The  law  requires 
that  fee  schedule  changes  be  done  on  a budget-neutral 
basis.  Since  the  revised  work  RVUs  resulted  in  an  over- 
all increase  in  payments,  all  work  RVUs  will  be  decreased 
by  8.3  percent  to  achieve  budget  neutrality. 

The  national  dollar  conversion  factor  (CF)  updates  for 
1997  are  as  follows:  2.5  percent  increase  for  primary  care 


CME  Mission  Statement:  The  SCMA  Board  of  Trustees 
approved  a revised  mission  statement  submitted  by  the 
SCMA  CME  Committee.  This  mission  statement  was 
reviewed  and  revised  as  part  of  the  SCMA  application 
for  accreditation  as  a sponsor.  (“J 


services,  1.9  percent  increase  for  surgical  semces  includ- 
ing anesthesia  and  0.8  percent  decrease  for  other  non-sur- 
gical  services.  This  results  in  1997  conversion  factors  ol 
$40.96  for  surgery,  $35.77  for  primary  care,  and  $33.85 
for  non-surgery.  These  numbers  include  a budget  neu- 
trality adjustment  of  1.5  percent. 

Diagnostic  Tests.  Including  Diagnostic  Radiologic  Pro- 
cedures: Payments  for  diagnostic  tests,  including  diag- 
nostic radiological  procedures  which  are  paid  for  under 
the  Medicare  Fee  Schedule,  are  being  changed  to  reflect 
the  intended  coverage  provision  that  the  services  must 
be  related  to  a patient’s  illness  or  injury  (or  symptom  or 
complaint)  and  ordered  by  a physician.  Two  exceptions 
to  this  ruling  will  be  allowed:  (1)  when  a physician  orders 
an  x-ray  to  demonstrate  subluxation  of  the  spine  it  the 
beneficiary  is  receiving  treatment  from  a chiropractor,  and 
(2)  when  certain  non-physician  practitioners  provide  ser- 
vices that  would  be  physician  services. 

Transportation  in  Connection  with  Furnishing  P\Q2.- 
nostic  Tests:  Medicare  will  eliminate  separate  payment 
for  the  transportation  of  EKG  equipment  by  portable  x- 
ray  suppliers  and  independent  physiological  laboratories 
(HCPCS  code  R0076).  Payment  for  this  semce  will  be 
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solidated  into  one  series  of  codes  (G0051,  G0052,  and 
G0053)  regardless  of  body  location.  You  should  dis- 
continue using  CPT  codes  17000  through  17105. 

Dermatology  Repair  and  Excision  Codes:  HCFA  has 
clarified  the  definitions  of  simple  and  intermediate  der- 
matology repair  codes  to  reflect  the  difference  in  physi- 
cian work  for  these  procedures.  The  CPT  codes  forsim- 
ple  dermatology  repairs  are  codes  12001  through  12018. 
The  CPT  codes  for  intermediate  dermatology  repairs  are 
codes  12031  through  12057. 


Psychotherapy  Codes:  HCFA  has  developed  new  alpha 
numeric  codes  to  report  psychotherapy  services  that  will 
replace  CPT  codes  90842,  90843,  90844  and  90855. 
Please  refer  to  your  December  1996  Medicare  Adviso- 
ry  for  a list  of  the  new  codes. 

Bone  Density  Service  Codes:  CPT  codes  76070, 76075, 
and  78350  will  no  longer  be  covered  my  Medicare.  With 
the  exception  of  dual  photo  absoiptiometry  (CPT  code 
78351),  physicians  must  report  all  peripheral  or  skele- 
tal BMD  studies  under  the  interim  codes  G0062  and 
G0063.  Dual  photon  absorptiometry  remains  a noncov- 
ered  service  and  may  not  be  reported  under  either  G0062 
orG0063.  □ 


PILOT  PROGRAM  TO  HELP  MISSING  AND  ABDUCTED  CHILDREN 

The  National  Center  for  Missing  and  Exploited  Children  assists  local  and  federal  law  enforcement  organizations 
in  finding  children  who  have  been  abducted.  The  key  to  success  in  a child  abduction  investigation  is  to 
disseminate  photos  of  the  missing  children  as  widely  and  as  quickly  as  possible.  The  center  has  the  capabilities 
of  sending  photos  via  FAX  to  thousands  of  sites  within  minutes  of  the  reported  kidnapping.  This  allows  the 
center  to  have  thousands  of  “eyes”  all  over  the  country  looking  for  these  children.  Potential  sightings  are  tracked 
through  a 24  hour-a-day  toll  free  hot  line  and  passed  on  to  appropriate  law  enforcement  agencies. 

The  center  is  beginning  a pilot  program  in  the  state  in  which  they  will  FAX  releases  with  photos  to  physicians 
about  missing  and  abducted  children  for  display  in  your  patient  waiting  areas.  These  photos  can  be  displayed  in 
a three-ring  binder  or  folder. 

If  you  are  interested  in  participating  in  this  program,  please  call  Brenda  Jaynes  at  (803)  798-6207 , extension 
229  or  Barbara  Garvin  at  extension  230  in  Columbia  or  1-800-327-1021  statewide  with  your  FAX  number  so 
that  we  can  alert  the  center  of  your  interest  to  help  these  missing  and  abducted  children. 


bundled  with  the  payment  for  EKG  sendees  provided  on 
the  same  day.  However,  Medicare  will  continue  to  allow 
separate  payment  for  transportation  expenses  in  con- 
nection with  furnishing  portable  x-ray  services  (HCPCS 
code  R0070  and  R0075) 

Hoi  and  Cold  Packs:  Payment  for  CPT  code  97010 
(application  of  hot  and  cold  packs)  will  be  bundled  into 
payment  for  all  other  services  including  but  not  limited 
to  office  visits  and  physical  therapy. 

Vital  Capacity  Tests:  Medicare  will  no  longer  allow  sep- 
arate payment  for  CPT  94 1 50  (vital  capacity,  total).  Pay- 
ment for  this  procedure  will  always  be  bundled  into  pay- 
ment for  other  services. 

Cardiovascular  Procedures:  Coverage  of  ten  phono- 
cardiography and  vectorcardiography  procedures  will  be 
discontinued.  Codes  for  these  procedures  (93201, 93202, 

93204, 93405, 93208, 93209, 93210, 93220, 9322 1 , and 

. 1 

93222)  have  been  deleted  from  the  American  Medical 
Association’s  Physicians’  Current  Procedural  Termi- 
nology (CPT)  1997. 

New  Skin  Lesion  Destruction  Codes:  Codes  for  the 
destruction  of  benign  or  premalignant  lesions  will  be  con- 
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THE  HOSPITAL  DEPARTMENT  OF  THE  ALMS 
HOUSE  OF  CHARLESTON 

SUSAN  L.  KING* 


Two  hundred  years  ago.  Charleston  was  not 
only  a city  of  commodious  homes,  beautiful 
gardens  and  fashionable  shops;  a much  darker 
side  also  existed — that  of  poverty.  Even  in  the 
early  years  of  the  colony,  public  poor  relief 
was  necessary.  A poor  tax  was  levied  in  1698 
to  supplement  the  inadequacies  of  private 
charity.  These  laws  were  revised  in  1712 
when  “the  vestries  of  the  several  parishes 
were  empowered  yearly  to  nominate  two  or 
more  overseers,  who  with  the  wardens  of  the 
parishes,  were  charged  with  the  ordering  and 
relieving  of  the  poor,  out  of  such  money  and 
fines  as  should  be  given  for  their  use,  which, 
if  not  sufficient  was  to  be  supplied  by  assess- 
ment, which  the  vestries  were  authorized  to 
make.”1  In  1755,  the  Provincial  Assembly 
voted  the  sum  of  “four  hundred  pounds  ster- 
ling for  an  additional  building,  and  a further 
sum  of  six  hundred  pounds  sterling  for  the 
maintenance  of  the  poor  in  St.  Philip’s 
Parish.”2  An  Act  [P.  L.  263],  was  passed  on 
April  12,  1768  charging  “the  Commissioners 
of  the  Exchange  and  Custom  House  to  erect  a 
Poor  House  on  the  four  acres  of  ground 
belonging  to  the  City,  on  which  the  Work 
House  and  Brick  Barracks  then  stood  [now 
the  site  of  the  Robert  Mills  Manor  Housing 
Project]. ..The  Commissioners  were  autho- 
rized to  issue  certificates  not  exceeding 
10,000  pounds;  and  the  high  duty  on  wine 
was  continued  to  risk  said  certificates.”3 
The  Act  of  1783  [P.  L.  327]  incorporating 
the  City  of  Charleston  vested  the  City  Coun- 
cil with  “care  of  the  poor.”4  In  1801  this  Ordi- 
nance was  repealed  and  new  rules  for  the 
operation  of  the  Poor  House  were  enacted. 
The  Commissioners  of  the  Poor,  annually 
elected  by  the  City  Council,  would  “have  the 
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care  and  direction  of  the  Poor  House,  and  the 
poor  in  the  City  of  Charleston;  and  also  of  all 
lunatics  or  persons  disordered  in  their  senses, 
who  may  be  there  confined;  and  shall  from 
time  to  time  visit  and  superintend  the  same, 
and  manage  and  transact  all  matters  relative 
thereto,  and  according  to  such  regulations  as 
they  think  necessary  and  expedient.”5  Until 
the  War  between  the  States,  the  Legislature 
continued  to  make  an  annual  appropriation 
for  the  poor.  After  the  War,  this  expenditure 
ended  and  the  entire  expense  fell  upon  the 
City  of  Charleston. 

The  Poor  House  stood  at  the  southwest  cor- 
ner of  Mazyck  and  Magazine  Streets  and  was 
described  as  “a  commodious  rather  than  an 
elegant  establishment.  It  is  roomy — has  a gar- 
den, and  parterre — paved  yards  and  prome- 
nades, balconies  and  piazzas — well  scoured 
and  airy  apartments — and  cells  for  maniacs 
well  contrived  for  solitude  and  the  admission 
of  sweet  air.. .[In  the  main  building  were] 
many  apartments  for  the  sick  and  convales- 
cents, male  and  female,  aged  and  young,  and 
blind.”6  In  1852,  the  Commissioners  of  the 
Poor  purchased  land  on  Columbus  Street  at  a 
cost  of  $31,200.00  for  a new  building.  The 
Alms  House  continued  to  operate  at  this  loca- 
tion until  January  17,  1921,  when  the  City 
Council  passed  an  Ordinance  abolishing  the 
Board  of  Commissioners  and  creating  a new 
institution,  the  Charleston  Home.7  The 
Bureau  of  Social  Welfare  and  later  the  Com- 
mittee of  Public  Charities  managed  this  facili- 
ty until  it  ceased  operations  in  1949  due  to 
changes  in  state  and  federal  poor  relief. 

The  Poor  House  benefited  two  types  of 
individuals — those  who  were  admitted  to  the 
Institution  and  those  who  received  daily  stip- 
ulated quantities  of  food  (rations).  In  addition 
to  these  services,  the  Poor  House  contained  a 
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hospital  and  a lunatic  department.  The  hospi- 
tal received  “all  such  sick  persons  as  may 
apply  for  admission.”8  A medical  doctor  (the 
Physician  of  the  House  ) supervised  the  hos- 
pital and  students  of  the  Medical  College 
were  allowed  to  visit  the  patients  under  his 
direction. 

This  paper  concerns  the  operation  of  the  hos- 
pital department.  The  records  of  the  Poor 
House  consist  primarily  of  Minutes  of  the 
Board  of  Commissioners;  however,  there  is  a 
Hospital  Register,  1841-1855  which  lists  name, 
admission  date,  disease,  nativity,  occupation 
and  result.  The  statistics  contained  in  this  paper 
were  taken  from  this  Register  and  from  the 
Census  of  the  City  of  Charleston,  1848. 

From  1840  to  1855,  3,662  admissions  were 
recorded.  Of  these,  79.84  percent  were  males 
and  20.16  percent  were  females.  Almost  all 
admissions  were  white;  however,  1.32  per- 
cent were  black,  including  slaves,  free  per- 
sons of  color  and  mulattos.  The  Poor  House 
questioned  the  admission  of  black  paupers  in 
December  1842.  After  extensive  research  of 
relevant  laws  dating  back  to  1712,  it  was 
decided  that  there  was  “not  sufficient  reason 
for  denying  relief  to  colored  persons. ..unable 
to  provide  for  their  own  support.”9 

A relatively  small  number,  approximately 
12.5  percent,  of  the  patients  died.  Consider- 
ing that  these  people  came  from  the  poorest 
class  of  society,  often  ate  unwholesome  food 
and  received  infrequent  medical  attention, 
this  percentage  is  extraordinary.  The  medical 
staff  claimed  a cure  rate  of  84  percent.  (It  is 
not  recorded  how  many  patients  were  “dis- 
charged cured”  and  died  shortly  after.)  The 
remaining  percentage  absconded  or  was 
transferred  to  the  Asylum  in  Columbia. 

In  1855,  the  Commissioners  of  the  Poor 
reported  the  statistics  as  shown  in  Table  1 . 

One  surprising  statistic  is  the  percentage  of 
patients  born  outside  of  Charleston — only 
6.63  percent  were  natives  of  the  City.  Unlike 
other  municipal  institutions  (for  instance,  the 
Charleston  Orphan  House),  there  was  no  resi- 
dency requirement  for  the  Poor  House  Hospi- 
tal. In  1842  the  Commissioners  declared  that 


TABLE  1 

YEAR 

ADMISSIONS 

DEATHS 

1841 

109 

9 

1842 

193 

13 

1843 

158 

26 

1844 

164 

22 

1845 

150 

24 

1846 

146 

19 

1847 

171 

15 

1848 

121 

11 

1849 

217 

35 

1850 

277 

23 

1851 

198 

35 

1852 

461 

56 

1853 

367 

24 

1854 

495 

91 

1855 

395 

47 

the  rules  of  admission  were  “broad  enough  to 
embrace  not  only  citizens,  but  subjects,  not 
only  natives  but  aliens  and  emigrants. ..not 
only  residents,  but  transients  from  other  states 
and  countries. ..not  only  white  persons,  but 
persons  of  every  hue  and  color."10  Of  the 
remaining  admissions,  3.81  percent  were 
born  in  South  Carolina  (exclusive  of 
Charleston),  15.51  percent  in  the  United 
States  (exclusive  of  South  Carolina)  and 
74.05  percent  outside  the  United  States. 

These  statistics  are  in  direct  contrast  to 
those  of  the  general  population  of  Charleston. 
Fifty-eight  percent  were  born  in  Charleston, 
20.72  in  the  United  States  (exclusive  of 
Charleston)  and  only  21.28  percent  outside  of 
the  United  States.  The  Poor  House  statistics 
are  also  very  different  from  those  of  Boston, 
Massachusetts  where  35.92  percent  of  the 
population  was  born  in  Boston,  43.30  in  the 
United  States  (exclusive  of  Boston)  and  23.70 
percent  outside  of  the  United  States.  Of  the 
patients  born  outside  of  the  United  States, 
the  vast  majority  (48.93  percent)  immigrated 
from  Ireland.  There  is  a steep  decline  in  the 
number  of  admissions  from  other  counties: 
Germany  (10.96  percent),  England  (4.71  per- 
cent), Scotland  (2.68  percent)  and  France 
(2.05  percent). 
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What  these  statistics  show  us  is  that  recent 
emigrants  relied  heavily  on  the  public  charity 
of  their  new  homes.  Although  they  made  up 
less  than  one-fourth  of  the  general  popula- 
tion, immigrants  constituted  almost  75  per- 
cent of  the  Poor  House  Hospital  admissions. 

The  Hospital  was  always  involved  in  the 
day-to-day  treatment  of  diseases  such  as 
abscesses,  typhoid  and  scabies;  however,  epi- 
demics pushed  its  resources  to  the  limit.  A 
major  outbreak  of  yellow  fever  occurred  in 
1854.  At  the  height  of  the  epidemic,  patients 
died  at  a rate  of  three  to  four  a day.  Two  hun- 
dred and  twenty-three  victims  were  treated  in 
the  hospital  and  98  (44  percent)  died  from 
disease.  In  the  general  population,  estimates 
ranged  from  10,000  to  25,000  persons  strick- 
en. Six  hundred  and  ninety-eight  deaths  were 
reported.  It  is  not  surprising  that  many  recent 
immigrants  succumbed  to  yellow  fever — its 
nickname  was  “strangers’  fever.”11 

The  only  report  of  any  length  prepared  by 
the  Physician  of  the  Poor  House,  Dr.  E.  Belin 
Flagg,  described  an  outbreak  of  break  bone 
fever  [a  mild  form  of  yellow  fever]  in  1851. 
Dr.  Flagg  stated  “that  the  disease  generally 
sets  in  with  pain  in  the  head,  back  & limbs, 
accompanied  by  a decidedly  febrile  condi- 
tion; in  severe  cases  the  fever  soon  running 
very  high,  and  the  pains  especially  in  the 
head  and  back  becoming  severe. ..Some  cases 
are  so  mild  as  to  call  for  nothing  more  than  a 
gentle  laxative  if  the  patient  is  constipated, 
abstinence  from  solid  food,  and  one  or  two 
stimulating  pediluvia  at  bedtime.  Cases  of  a 
more  serious  character  may  with  reference  to 
the  mode  of  treatment  appropriate  be  divided 
into  two  classes  viz:  those  which  are  attended 
by  gastric  irritation,  and  those  which  are  not; 
in  the  former,  the  patient  being  troubled  by 
constant  thirst  uneasiness  in  the  epigastric 
region  sometime  amounting  to  nausea  and 
accompanied  by  tenderness  or  pressure;  and 
exhibiting  a tongue  dry  and  harsh;  coated  in 
the  middle  with  a fur  of  the  color  of  iron  rust, 
and  red  at  the  tip  and  edges. ..When  symptoms 
of  gastric  irritation  exist  I used  mustard  plas- 
ters or  poultices  to  the  epigastrium,  hot 


salt. ..the  patient  being  allowed  free  use  of 
cold  water,  preferably  when  convenient, 
lumps  of  ice,  and  when  the  symptoms  run 
high,  leeches  on  the  epigastrium.  (Cupping 
and  scarifying  would  of  course  answer  the 
purpose). ..As  soon  as  the  fever  disappears,  I 
used  tonics  freely.. .After  the  fever  has  left, 
the  patient  should  even  in  mild  cases  be  kept 
from  exertion  for  several  days,  there  being 
premature  efforts,  even  in  cases  where  the 
patient  has  been  tempted  by  feeling  strong  to 
indulge  in  his  inclination  to  attend  to  busi- 
ness...I have  meet  with  some  cases  complicat- 
ed with  bilateral  derangement,  but  the  com- 
plication I believe  to  be  accidental.  The  prin- 
cipal risk  to  the  patient  is  from  an  active  and 
hard  course  of  treatment,  with  which  the 
Physician  may  be  led  by  the  intensity  of  the 
symptoms.  The  tendency  of  the  disease,  even 
in  bad  cases  is  to  convalescence;  and  treat- 
ment is  called  for  generally  rather  to  palliate 
suffering,  than  to  avert  danger.”12 

Comparison  of  deaths  in  the  Poor  House 
and  in  the  general  population  of  Charleston 
reveals  that  in  some  cases,  percentages  of 
death  were  almost  equal  and  in  others  vastly 
different. 

(The  classification  of  diseases  is  taken  from 
the  system  utilized  by  the  National  Medical 
Association  in  1848). 

In  the  Poor  House  Hospital,  18.6  percent  of 
deaths  resulted  from  Zymotic  Diseases  such 
as  typhus,  typhoid,  yellow  fever,  etc.  There  is 
little  difference  with  the  17.02  percent  death 
rate  found  in  the  general  population. 

Circulatory  diseases  such  as  anemia, 
dyscrasia,  hepatitis,  etc.  caused  .96  percent  of 
the  deaths  in  the  Poor  House.  Again,  there  is 
little  difference  with  the  general  population’s 
percentage  of  1 .03  percent. 

Abscesses  and  ulcers  (primarily  infections 
of  arms  and  legs)  caused  6.25  percent  of  the 
deaths  in  the  Poor  House;  however,  only  .28 
percent  died  in  the  general  population.  In  a 
population  primarily  concerned  with  manual 
labor,  it  is  not  unusual  to  see  such  high  fig- 
ures. 

Reproductive  diseases  resulted  in  7.84  of 
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female  deaths  in  the  Poor  House  and  1.62 
percent  in  the  general  population.  Although 
there  were  54  cases  of  pregnancy  in  the  hos- 
pital, only  one  death  among  the  mothers 
occurred;  however,  there  were  1 1 stillbirths. 

At  a time  when  personal  hygiene  and  food 
safety  were  rare  among  the  poor,  it  is  not  sur- 
prising that  13.56  percent  of  the  deaths  in  the 
Poor  House  resulted  from  digestive  disorders 
such  as  dysentery,  diarrhea,  gastroenteritis, 
etc.  Among  the  general  population,  9.9  per- 
cent of  the  deaths  resulted  from  this  class  of 
diseases. 

Only  9.04  percent  of  the  deaths  in  the  Poor 
House  came  from  respiratory  diseases  such  as 
consumption,  phthisis,  pneumonia  etc.  In  the 
general  population,  mortality  doubled  to 
18.17  percent. 

Diseases  of  the  skin  such  as  erysipelas,  sca- 
bies, eczema,  etc.  resulted  in  less  than  one 
percent  of  the  deaths  in  both  the  Poor  House 
and  general  populations. 

Venereal  diseases  such  as  syphilis,  gonor- 
rhea and  chancres  caused  5.47  percent  of  the 
deaths  in  the  Poor  House.  Less  than  one-half 
of  one  percent  died  in  the  general  population. 
(It  should  be  noted  that  Dr.  Flagg  often 
reported  venereal  disease  cases  as  “dis- 
charged cured.”) 

Accidents,  wounds  and  contusions  resulted 
in  3.52  percent  of  the  deaths  in  the  Poor 
House.  Almost  twice  as  many,  6.09  percent, 
died  in  the  general  population. 

Deaths  from  insanity  were  3.32  percent  in 
the  Poor  House  and  .60  percent  in  the  general 
population.  Fourteen  percent  of  the  admis- 
sions were  classified  as  deranged;  however, 
rr  t cases  of  insanity  were  removed  to  the 
S e Asylum  at  Columbia. 

A major  difference  can  be  seen  in  the 
intemperance  statistics.  Almost  15  per  cent  of 
the  deaths  in  the  Poor  House  were  from  “the 
results  of  intemperance.”  In  the  general  popu- 
lation, only  1.54  percent  died.  (It  is  interest- 
ing to  note  that  one  well-known  South  Car- 
olinian, architect  Robert  Mills,  believed  that 
“pauperism  may  be  traced  most  generally 


from  the  dram  shop. ..Drunkenness  is  the  cry- 
ing sin  of  our  country.)”13 
The  Poor  House  of  Charleston  was  a neces- 
sity. “Charlestonians  never  knew  a time  with- 
out poverty. ..Charleston’s  leaders  lived  at 
ease  with  the  existence  of  poverty  even  as 
they  tried  to  blunt  some  of  its  most  painful 
aspects.  That  some  were  comfortable  while 
others  suffered  was  a product  of  God’s  ineffa- 
ble world  order,  not  their  flawed  social  sys- 
tem.14 It  was  generally  accepted  that  the 
“deserving  poor”  should  be  cared  for  until 
they  could  again  support  themselves  and  their 
families;  however,  a few  believed  “the  receiv- 
ing of  alms  debilitating...  [and]  the  sick  poor 
are  the  only  true  paupers.”15  If  the  latter  is 
true,  then  the  hospital  of  the  Poor  House 
served  as  the  only  legitimate  purpose  of  pub- 
lic aid  to  the  poor.  It  is  to  be  hoped  that  the 
majority  of  citizens  adhered  to  the  principles 
of  the  former.  □ 
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BJkoms 

THANKS,  JOY! 


With  this  issue  Joy  Drennen  retires  as  man- 
aging editor  of  The  Journal,  a position  she 
has  held  for  20  years.  Among  the  changes  she 
implemented  were  removal  of  the  drug  ad 
from  the  front  cover;  an  updated  layout;  and  a 
newsletter  insert.  She  coordinated  numerous 
symposium  issues  and  took  us  to  new  heights 
in  national  recognition  among  our  peers.  She 
initiated  in-house  typesetting,  which  has 
saved  the  association  many  thousands  of  dol- 
lars. Thanks,  Joy! 

Joy  grew  in  her  job,  defining  the  managing 
editor’s  role,  and  she  watched  with  pride  as 
the  association  grew  around  her.  She  recalls 
her  first  annual  meeting,  held  at  Myrtle 
Beach’s  Landmark  Motor  Inn  on  May  2-5, 
1976.  The  registration  fee  was  $25.00;  the 
SOCPAC  luncheon  cost  $5.00;  and  the  Presi- 
dent’s Banquet  ticket  was  $15.00.  There  were 
at  that  time  1,656  active  members,  159  hon- 
orary members,  and  no  student/resident  mem- 
bers. Today  the  SCMA  boasts  4,723  active 
members,  336  honorary  members,  and  292 
student  and  resident  members.  Joy  came  to 
feel  strongly  that  “the  SCMA  stands  for  the 
need  for  doctors  to  be  unified.”  She  has  done 


her  part  to  make  this  happen. 

On  a personal  level,  Joy  came  to  be  one  of 
my  best  friends.  She  has  been  the  kind  of 
friend  with  whom  one  could  share  the  trials 
and  tribulations  of  everyday  life.  She  has 
been  the  kind  of  friend  who  gives  construc- 
tive criticism  even  when  it  hurts.  Not  long 
after  I became  editor  in  1977,  she  told  me  one 
day:  “Charley,  you’re  an  insensitive  man.” 
Recently  I asked  her  if  I’d  improved  in  this 
area  to  which  she  replied,  “Very  definitely.” 
None  of  the  pleasures  of  serving  as  editor 
transcends  the  experience  of  working  with 
Joy.  Although  we’ll  keep  up,  her  retirement 
from  the  SCMA  leaves  a real  void  in  my 
workaday  life.  I’m  sure  that  others  feel  like- 
wise. 

Dad  said:  “Son,  always  leave  a place  better 
than  you  found  it.”  Of  Joy  Drennen,  this  is 
true  both  of  the  SCMA  and  of  those  of  us 
who  have  had  the  privilege  of  working  with 
her  over  the  years.  Joy,  we  wish  you  the  very 
best  in  your  retirement. 

Oh.  and  by  the  way:  “Thanks  again.  Joy!” 

— CSB 
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This  issue  features  two  fine  contributions 
from  the  Department  of  Surgery  at  the  Medi- 
cal University  of  South  Carolina.  Dr.  A.  Jack- 
son  Crumbley,  III,  and  his  colleagues  report 
the  results  of  MUSC’s  first  100  heart  trans- 
plants. Nearly  three-fourths  of  the  patients 
were  alive  at  eight  years  and  the  survival  data 
compare  favorably  with  those  reported  by  the 
United  Network  on  Organ  Sharing  and  the 
International  Society  for  Heart  and  Lung 
Transplantation.  John  R.  Handy,  Jr.,  describes 
the  results  of  using  the  gastroepiploic  artery 
as  a conduit  option  for  patients  needing  coro- 
nary revascularization.  He  confirms  the  use- 
fulness of  this  artery  as  an  alternative  to  the 
internal  thoracic  artery  and  saphenous  veins. 
These  reports  confirm  the  impression  that 
heart  surgery  in  South  Carolina  is,  by  and 
large,  competitive  with  that  done  anywhere. 

The  cardiac  surgery  group  at  MUSC  work 
in  a rich  tradition  usually  traced  to  Dr.  Horace 
G.  Smith.  As  a medical  student  Smith  discov- 
ered that  he  had  aortic  stenosis.  After  serving 
as  Chief  Resident  at  Roper  Hospital,  he 
joined  the  surgery  faculty  at  the  Medical  Col- 
lege (now  MUSC)  and  began  to  study  heart 


surgery  in  the  laboratory.  In  1948  he  correct- 
ed a stenotic  mitral  valve — the  first  such 
operation  in  our  state.  Soon  thereafter  he 
went  to  Johns  Hopkins  to  study  alongside  Dr. 
Alfred  Blalock  with  the  hope  that  the  great 
pioneering  surgeon  might  fix  Smithy’s  own 
stenotic  aortic  valve.  It  was  not  to  be.  Smithy 
returned  to  Charleston,  caught  pneumonia, 
and  died.  He  was  34. 

Dr.  Smithy  would  no  doubt  be  gratified  by 
the  state-of-the-art  of  cardiac  surgery  at 
MUSC  today.  At  MUSC,  and  elsewhere  in 
South  Carolina,  competent  teams  of  surgeons 
can  carry  out  intricate  surgery  on  short  notice. 
Although  it  is  unlikely  that  heart  transplanta- 
tion will  be  a growth  industry  in  the  near 
future  due  to  the  limited  availability  of 
human  hearts,  the  report  by  Crumbley  and  his 
colleagues  reassures  us  that  the  results  can  be 
quite  good.  And  Dr.  Handy’s  data  remind  us 
that  better  ways  to  achieve  coronary  revascu- 
larization continue  to  be  studied.  Heart 
surgery  in  South  Carolina  is  indeed  alive  and 
well. 

— CSB 
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“THE  CARE  OF  THE  PATIENT”  REVISITED 


We  should  not  allow  the  year  to  close  with- 
out observing  the  70th  anniversary  of  Dr. 
Francis  Weld  Peabody’s  talk  to  Harvard  stu- 
dents as  part  of  a series  entitled  “The  Care  of 
the  Patient.”  He  began  by  observing  that  hos- 
pitals “are  apt  to  deteriorate  into  dehuman- 
ized machines”  in  which  patients  quickly  lose 
their  personal  identities.  He  talked  about 
functional  complaints,  about  “patients  who 
have  ‘nothing  the  matter  with  them.’”  He 
talked  about  the  ways  in  which  emotional 
reactions  impact  on  bodily  function.  He 
talked  about  the  healing  influence  of  the 
patient-physician  relationship.  His  closing 
sentences  brought  him  literary  immortality: 
The  good  physician  knows  his  patients 
through  and  through,  and  his  knowledge 
is  bought  dearly.  Time,  sympathy,  and 
understanding  must  be  lavishly  dis- 
pensed, but  the  reward  is  to  be  found  in 
that  personal  bond  which  forms  the 
greatest  satisfaction  of  the  practice  of 
medicine.  One  of  the  essential  qualities 
of  the  clinician  is  interest  in  humanity, 
for  the  secret  of  the  care  of  the  patient  is 
in  caring  for  the  patient.1 
The  question  arises:  Who  was  Peabody? 

Bom  in  1881  in  Cambridge,  Massachusetts, 
Peabody  graduated  from  Harvard  Medical 
School,  did  his  residency  at  Johns  Hopkins, 
studied  in  Germany,  did  science  at  the  Rocke- 
feller Institute  in  New  York  City,  and  returned 
to  Boston  in  1912  to  join  the  staff  at  the  Peter 
Bent  Brigham  Hospital.  He  later  became 
chief  at  a new  Harvard  Unit  at  Boston  City 
Hospital  and  later  became  director  of  the  new 
Thorndike  Memorial  Laboratory.  He  recruited 
promising  young  physician-investigators  and 
was  seemed  to  be  on  the  threshold  of  becom- 
ing a true  giant  in  American  medicine.  Then 
in  July  1926 — just  four  months  before  his 
famous  address — he  was  admitted  to  the 
Brigham  for  further  evaluation  of  unex- 
plained abdominal  symptoms  and  was  found 
to  have  inoperable  leiomyosarcoma  of  the 


stomach.  He  had  been  married  less  than  seven 
years  and  had  two  small  sons.  And  yet,  as  a 
recent  biographer  put  it,  the  last  14  months  of 
his  life  “was  a remarkable  success  story,  an 
astonishing  triumph  of  the  spirit,  an  uplifting 
example  for  all  who  touched  his  life,  a finale 
equaling  the  other  great  movements  in  the 
symphony.”2  His  famous  remarks,  then,  were 
not  an  anomaly;  they  typified  the  man. 

Peabody’s  academic  lineage  can  be  traced 
in  part  to  Sir  William  Osier  whom  he  resem- 
bled in  several  important  ways.  Like  Osier,  he 
was  the  son  of  a clergyman  and  was  blessed 
early  in  life  with  an  intuitive  understanding  of 
interpersonal  relationships.  Like  Osier,  he 
assumed  primary  care  of  only  a few  patients 
yet  still  achieved  a huge  posthumous  reputa- 
tion as  the  quintessential  caring  doctor.  Like 
Osier,  he  defined  his  career  largely  by  the 
pursuit  of  scientific  medicine  yet  appreciated 
the  importance  of  so-called  functional  illness. 
“The  Care  of  the  Patient”  was  not  an  acciden- 
tal address.  It  was  a distillation  of  an  emerg- 
ing philosophy. 

The  closing  message  of  “The  Care  of  the 
Patient”  can  be  traced  to  an  address  given  by 
Peabody  at  the  New  York  Academy  of 
Medicine  four  years  earlier  on  “The  Patient 
and  the  Man.”  He  warned  internists  that  they 
must  pay  attention  to  the  context  of  illness: 

We  may  appreciate  dimly  the  fact  that 
the  personality  of  the  patient  affects  the 
course,  if  not  the  outcome,  of  the  dis- 
ease, but  our  interest  in  the  observation 
of  measurable  and  demonstrable 
facts. ..frequently  makes  us  neglect  this 
somewhat  intangible  aspect  of  the  case. 
And  yet  how  often  we  see  a patient  with 
organic  heart  disease  in  whom  the  essen- 
tial problem  of  adjustment  to  life  is  to  be 
solved,  not  by  auscultation  or  electrocar- 
diography or  by  the  scientific  adminis- 
tration of  digitalis,  but  rather  by  an 
understanding  of  the  personality  and  by 
helping  a confused  and  worried  mind  to 
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adapt  itself  smoothly  to  a new  and  dif- 
ficult existence.  We  may  make  and 
record  a mass  of  accurate  observations 
about  our  patients  and  yet  we  may  miss 
the  point  of  the  case  entirely. 

It  would  be  a rare  hospital  or  large  clinic  in 
which  this  sad  commentary  does  not  apply  on 
a daily  basis! 

Much  continues  to  be  written  about  the  sub- 
ject of  caring  and  empathy.  What  is  it?  Can  it 
be  taught?  Is  it  valued  by  managed-care  orga- 
nizations? One  recent  author  suggests  that 
each  of  us  undertake  a self-examination,  as 
follows: 

• Am  I a caregiver  or  a gatekeeper? 

• Is  my  relationship  with  the  patient 
governed  by  morality  (the  basic  concept  of 
right  and  wrong)  or  by  the  marketplace? 


• Is  my  relationship  with  the  patient 
a covenant  or  a contract?3 

Time  and  'time  again  we  hear  the  refrain 
that  the  essence  of  professionalism  is  to  put 
the  interest  of  the  patient  above  our  own. 
Nobody  put  it  better  than  Peabody.  The  secret 
of  the  care  of  the  patient  u in  caring  for  the 
patient.  Teach  us,  Lord,  to  care. 

— CSB 
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Letters  to  tl;e  Editor 

The  following  essay  by  Laura  Pulfer  was  provided  by  Dr.  Richard  E.  Hunton  of  Greenville,  SC, 
and  is  reprinted  here  with  the  permission  of  Ms.  Pulfer  and  of  The  Cincinnati  Enquirer 

Why  aren’t  doctors  running  show? 

MEMORANDUM 
TO:  PHYSICIANS 

FROM:  A PERSON  WHO  OCCASIONALLY  GETS  SICK 
SUBJECT:  HEALTH  CARE 


Please  permit  me  to  be  blunt. 

Isn’t  it  about  time  you  rescue  medicine 
from  the  questionable  mercies  of  business 
and  politics?  You  were  the  smartest  kids  in 
the  class.  So  what  happened?  Why  are  you 
letting  everybody  else  tell  you  how  to  do  your 
job? 

Most  of  us  are  acquainted  with  dullards 
who  became  journalists  and  lawyers  and 
insurance  executives.  But  I can’t  think  of  a 
single  instance  when  I’ve  heard  somebody 
observe,  “Geez,  did  you  hear  that  Buzzy 
Binkley  became  a doctor?  I always  thought 
he  was  a little  slow.” 

You  people  who  became  doctors  were  the 
good  students,  the  bookworms,  the  Merit 
Scholars,  the  brains,  the  Eagle  Scouts,  the 
hall  monitors.  You  were  the  ones  whose 
homework  the  rest  of  us  copied.  Because  you 
had  the  answers. 

You  are  the  people  who  have  an  arrogance 
so  magnificent  that  you  can  put  your  hands 
around  a pulsing  human  heart.  You  are  the 
people  with  the  grit  to  triage  a bloody  battle- 
field, to  decide  who  will  live  and  who  will 
die.  You  are  the  voice  that  gives  the  bad 
news.  You  are  the  one  we  trust  with  our 
babies. 

Only  for  you  would  we  have  worn  those 
drafty  paper  robes,  sitting  on  your  cold  exam- 
ining table.  Only  for  you  would  we  have 
waited  in  a room  full  of  sick  people  and  old 
magazines. 


So,  what’s  the  problem?  Are  you  scared  of 
a bunch  of  bean  counters?  You  whipped  their 
butts  on  the  SATs.  And  now  they’re  making 
medical  decisions  “in  consultation”  with  you. 
Consultation?  Why  aren’t  you  running  this 
show? 

Are  you  really  prepared  to  become  just 
another  employee? 

Why  have  you  allowed  insurance  compa- 
nies and  managed  care  to  demand  that  young 
couples  leave  the  car  running  when  they  enter 
the  maternity  wards?  I’m  not  saying  all  new 
moms  need  to  hang  around  the  hospital  for 
three  or  four  days.  I’d  just  like  for  you  to  be 
the  one  to  decide  when  they  go  home. 

Now,  in  addition  to  shorter  stays,  hospitals 
are  planning  to  use  fewer  nurses.  Are  you 
going  to  let  hospitals  cheap  out  on  the  people 
who  care  for  us  when  you’re  not  there? 

Of  course,  hospitals  are  just  buildings  and 
traditionally  have  been  run  by  administrators. 
But  you  have  always  been  in  charge  of 
patient  care.  You  and  the  nurses. 

What’s  going  on  here? 

Hospitals  are  simply  doing  what  they’ve 
been  forced  to  do — compete,  cut,  downsize. 
Stay  alive.  At  least  they  have  a plan.  What’s 
your  plan?  Have  you  sent  your  best  and 
brightest  out  to  do  battle,  attend  the  meetings, 
work  on  the  committees? 

Is  it  the  money?  Is  it  us?  Are  you  tired  of 
taking  care  of  us?  And  our  untidy  illnesses? 
Does  it  honk  you  off  that  Shaquille  O’Neal 
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might  get  $97  million  to  dunk  round  balls  and 
you  still  owe  money  on  your  med  school 
loans? 

So,  maybe  business  is  not  your  cup  of  tea. 
Maybe  you  hate  meetings.  Maybe  you  don’t 
want  to  become  a personnel  expert  or  crunch 
numbers.  Fine.  That’s  OK.  You  can  hire 
somebody  to  do  that. 

But  when  1 get  sick.  I'd  still  like  to  know 


that  there’s  a doctor  in  charge.  Not  some 
MBA,  not  a benefits  manager  at  Procter  and 
Gamble  or  Kroger.  I sure  don’t  want  Hillary 
Clinton  or  Newt  Gingrich  or  Ted  Kennedy  to 
be  taking  my  temperature. 

You  will  notice  that  I have  a lot  of  ques- 
tions. Do  I have  the  answers?  Of  course  not.  I 
was  not  smart  enough  to  be  a doctor. 


Oh  we  Cover 

EDWARD  JENNER  AND  VACCINATION 


Two  hundred  years  ago,  on  May  14,  1796 
Edward  Jenner  (1749-1823)  performed  his 
first  vaccination  against  smallpox.  This  vacci- 
nation was  done  on  a country  boy,  James 
Phipps,  using  matter  from  the  arm  of  the 
milk-maid,  Sarah  Nelmes,  who  had  contract- 
ed cow-pox.  Jenner’s  work  rapidly  gained 
attention  both  on  the  continent  and  in  Ameri- 
ca, but  he  also  met  with  bitter  opposition 
from  many  of  his  contemporaries.  The  merit 
of  Jenner’s  work  rests  on  the  fact  that  it  is 
based  on  experimental  demonstration.  His 
work  remains  an  unimpeachable  record  of 
careful  scientific  work,  the  effect  of  which  is 
seen  today  in  the  strides  that  preventive 
medicine  has  made. 

According  to  Dr.  J.  I.  Waring,  vaccination 
was  introduced  to  South  Carolina  by  Ben- 
jamin Bonneau  Simons,  who  returned  to 
Charleston  from  Scotland  bringing  with  him 
the  cow-pox  matter.  Vaccination  was  also 
promoted  by  Dr.  David  Ramsay  in  Charleston 
and  Dr.  J.  E.  B.  Finley  in  Beaufort.  The 
physicians  of  the  Dispensary  published  a 
broadside  in  1802  promoting  the  new  pro- 
cess: 


That  the  Cow-Pox  affords  effectual  secu- 
rity against  the  Small-Pox,  is  demonstrated 
by  evidence  sufficient  to  satisfy  every  can- 
did mind.  The  experience  of  hundreds  of 
physicians,  and  of  thousands  of  patients 
concur  in  this  point.  We  have  known  of  no 
case  where  the  Small-Pox  has  followed  the 
Cow-Pox,  though  many  vaccinated  patients 
have  afterwards  been  exposed  to  the  Small- 
Pox... 

Small-pox  continued  to  be  a health  problem 
during  the  Civil  War  and  through  much  of  the 
19th  century.  Evidence  that  the  disease  had 
been  defeated  was  shown  in  1971  when  the 
South  Carolina  health  department  no  longer 
required  small-pox  vaccination  for  entrance 
into  school. 

Jane  Brown 

Waring  Historical  Library 
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JANUARY 


py  January  8, 1997 

SC:  James  F.  Byrnes  Center  for 
Medicine,  Education,  and  Research 
inds:  Elderly  Drivers  Update 
[:  James  F.  Byrnes  Center  for  Geriatric 
Education,  and  Research 
JCRIPTION:  Presentation  of  current 
interest 

lUDIENCE:  Physicians,  medical 
and  residents  of  all  specialties 
\:  N.  David  List,  MD;  (803)  734-0812 
Germaine  Odenheimer,  MD 
>ITS:  1 hour,  AMA  Category  1 


Jty  January  22, 1997 

SC:  James  F.  Byrnes  Center  for 
Medicine,  Education,  and  Research 
ib:  Nutrition  in  the  Elderly 
: James  F.  Byrnes  Center  for  Geriatric 
Education,  and  Research 
ASCRIPTION:  To  discuss  current 
tides  of  interest 
j!  AUDIENCE:  Physicians,  medical 
sytnd  residents  of  all  specialties 
i N.  David  List,  MD;  (803)  734-0812 
tl  Eileen  Schleelein,  RD 
ID  ITS:  1 hour,  AMA  Category  1 


Friday  January  23  - 24, 1997 

i,  SC:  Medical  University  of  S.C. 
Related  Techniques 

j:  Medical  University  of  S.C. 
ASCRIPTION:  Update  on  new  techniques 


TYPE  OF  AUDIENCE:  Gastroenterologists 

CONTACT:  Rita  Oden;  (803)  792-6865 

PROGRAM  FEE:  TBA 

FACULTY:  MUSC  Faculty 

CME  CREDITS:  14.5  hours,  AMA  Category  1 


FEBRUARY 


Wednesday  February  5, 1997 

Columbia,  SC:  James  F.  Byrnes  Center  for 
Geriatric  Medicine,  Education,  and  Research 
Research  Conference:  Alzheimer's  Registry:  Home 
Exercise  Program  for  Alzheimer's  Patients 
SPONSOR:  James  F.  Byrnes  Center  for  Geriatric 
Medicine,  Education,  and  Research 
BRIEF  DESCRIPTION:  To  discuss  geriatrics 
research  programs 

TYPE  OF  AUDIENCE:  Physicians,  medical 
students,  and  residents  of  all  specialties 
CONTACT:  N.  David  List,  MD;  (803)  734-0812 
FACULTY:  Carol  Cornman,  RN,  PA,  SC 
CME  CREDITS:  1 hour,  AMA  Category  1 


Wednesday  February  12, 1997 

Columbia,  SC:  James  F.  Byrnes  Center  for 
Geriatric  Medicine,  Education,  and  Research 
Grand  Rounds:  TBA 

SPONSOR:  James  F.  Byrnes  Center  for  Geriatric 
Medicine,  Education,  and  Research 
BRIEF  DESCRIPTION:  Presentation  of  current 
topics  of  geriatrics  interest 
TYPE  OF  AUDIENCE:  Physicians,  medical 
students,  and  residents  of  all  specialties 
CONTACT:  N.  David  List,  MD;  (803)  734-0812 
FACULTY:  G.  Paul  Eleazer,  MD 
CME  CREDITS:  1 hour,  AMA  Category  1 
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Monday  - Saturday  February  17-22,  1997 

Augusta,  GA:  Auditoria  Center,  Medical  College 
of  Georgia 

32  nd  Annual  Primary  Care  & Family  Practice 
Symposium 

SPONSOR:  School  of  Medicine,  Medical  College  of 
Georgia 

CONTACT:  Division  of  Continuing  Education, 

(706)  721-3967  or  1-800-221-6437 

PROGRAM  FEE:  $625 

CME  CREDITS:  Approximately  52  hours,  AMA 
Category  1 


Saturday  February  22, 1997 

Columbia,  SC:  Embassy  Suites  Hotel 
Liver  Disease  & Transplantation  Symposium 
SPONSOR:  Medical  University  of  S.C. 

BRIEF  DESCRIPTION:  Update  the  clinician  on 
selected  topics  of  liver  disease  pathogenesis, 
investigation  and  treatment,  including  in-depth 
coverage  of  liver  transplantation 
TYPE  OF  AUDIENCE:  Gastroenterologists,  intern- 
ists, general  surgeons,  and  family  practitioners 
CONTACT:  Pam  Missroon;  (803)  792-4071 
PROGRAM  FEE:  $75  for  physicians 
FACULTY:  Guest  & MUSC  Faculty 
CME  CREDITS:  5.5  hours,  AMA  Category  1 


Saturday  February  22, 1997 

Greenwood,  SC:  A.P.  Nisbet  Education  Center 
Seventh  Annual  Update  on  Addiction  Medicine 
SPONSOR:  Self  Memorial  Hospital 
BRIEF  DESCRIPTION:  Update  on  intervention, 
diagnosis  and  treatment  of  addiction  disorders 
TYPE  OF  AUDIENCE:  Primary  care  physicians, 
and  addiction  specialists 
CONTACT:  Ann  Griffith;  (864)  227-4849 
PROGRAM  FEE:  $50 
FACULTY:  National  and  local  speakers 
CME  CREDITS:  5.75  hours,  AMA  Category  1;  5.75 
AAFP  Prescribed  hours 


Wednesday  February  26, 1997 

Columbia,  SC:  James  F.  Byrnes  Center  for 
Geriatric  Medicine,  Education,  and  Research 
Journal  Club:  TEA 

SPONSOR:  James  F.  Byrnes  Center  for  Geriatric 
Medicine,  Education,  and  Research 


BRIEF  DESCRIPTION:  To  discuss  current 
geriatrics  articles 

TYPE  OF  AUDIENCE:  Physicians,  medical 
students,  and  residents  of  all  specialties 
CONTACT:  N.  David  List,  MD;  (803)  734-0812 
FACULTY:  Sue  Haddock,  PhD,  USC  College  of 
Nursing 

CME  CREDITS:  1 hour,  AMA  Category  1 


Friday  - Saturday  February  28  - March  1, 1997 
Augusta,  GA:  Radisson  Riverfront  Hotel 
Flexible  Fiberoptic  Sigmoidoscopy 
SPONSOR:  School  of  Medicine,  Medical  College  of 
Georgia 

CONTACT:  Division  of  Continuing  Education, 

(706)  721-3967  ot  1-800-221-6437 
PROGRAM  FEE:  TBA 

CME  CREDITS:  Approximately  14  hours,  AMA 
Category  1 


MARCH 


Wednesday  March  5, 1997 

Columbia,  SC:  James  F.  Byrnes  Center  for 
Geriatric  Medicine,  Education,  and  Research 
Research  Conference:  The  Effect  of  Payment 
Source  on  Prescription  Drug  Utilization 
SPONSOR:  James  F.  Byrnes  Center  for  Geriatric 
Medicine,  Education,  and  Research 
BRIEF  DESCRIPTION:  To  discuss  geriatrics 
research  programs 

TYPE  OF  AUDIENCE:  Physicians,  medical 
students,  and  residents  of  all  specialties 
CONTACT:  N.  David  List,  MD;  (803)  734-0812 
FACULTY:  Carol  Reis,  PhD,  USC  Coll,  of  Nursing 
CME  CREDITS:  1 hour,  AMA  Category  1 
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Thursday  - Friday  March  6-7, 1997 

Charleston,  SC:  Medical  University  of  S.C. 

ERCP  and  Related  Techniques 
SPONSOR:  Medical  University  of  South  Carolina 
BRIEF  DESCRIPTION:  Update  on  new  techniques 
in  ERCP 

TATE  OF  AUDIENCE:  Gastroenterologists 
CONTACT:  Rita  Oden;  (803)  792-6865 
PROGRAM  FEE:  TBA 
FACULTY:  MUSC  Faculty 
CME  CREDITS:  14.5  hours,  AMA  Category  1 
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Sunday  - Wednesday  March  9-12,  1997 

Charleston,  SC:  Mills  House  Hotel 
Neonatal  Nutrition  Conference 
SPONSOR:  Medical  University  of  South  Carolina 
BRIEF  DESCRIPTION:  To  provide  an  interdisci- 
plinary approach  to  the  nutritional  management  of 
high  risk  infants. 

TYPE  OF  AUDIENCE:  Pediatricians 
' CONTACT:  Diane  Anderson,  PhD,  RD; 
(803)792-2112 

FACULTY:  Guest  & MUSC  Faculty 
PROGRAM  FEE:  $150 
| CME  CREDITS:  17  hours,  AMA  Category  1 

Wednesday  March  12, 1997 

Columbia,  SC:  James  F.  Byrnes  Center  for 
Geriatric  Medicine,  Education  and  Research 
Grand  Rounds:  Hormones  & Vitality  in  the  Elderly 
SPONSOR:  James  F.  Byrnes  Center  for  Geriatric 
Medicine,  Education  and  Research 
BRIEF  DESCRIPTION:  Presentation  of  current 
; geriatrics  topics  of  interest 
TYPE  OF  AUDIENCE:  physicians,  medical 
• students,  and  residents  of  all  specialties 
CONTACT:  N.  David  List,  MD;  (803)  734-0812 
FACULTY:  Victor  A.  Hirth,  MD 
!CME  CREDITS:  1 hour,  AMA  Category  1 


Monday  - Wednesday  March  17-19, 1997 

Charleston,  SC:  Charleston  Place  Hotel 
Azaleas,  Dogwoods  and  Gynecologic  Surgery  and 
Oncology  28th  Annual  OB/GYN  Spring 
! Symposium 

SPONSOR:  Medical  University  of  S.C. 

BRIEF  DESCRIPTION:  Will  emphasize  surgical 
and  nonsurgical  alternatives  to  some  of  the  most 
common  controversies  in  gynecology. 

TYPE  OF  AUDIENCE:  Obstetricians,  gynecolo- 
gists, nurses,  and  physician  assistants 
CONTACT:  Odessa  Ussery;  (803)  792-4071 
FACULTY:  Guest  & MUSC  Faculty 
PROGRAM  FEE:  $350  for  physicians;  $175  for 
residents,  nurses  and  physician  assistants  before 
February  16,  1997;  $400  for  physicians;  $225  for 
• residents,  nurses  and  physician  assistants  after 
February  16,  1997. 

CME  CREDITS:  13.5  hours,  AMA  Category  1 


Friday  - Saturday  March  21-22, 1997 

Augusta,  GA:  Radisson  Riverfront  Hotel 
Ophthalmology  and  Glaucoma  in  the  21st  Century 

SPONSOR:  School  of  Medicine,  Medical  College  of 
Georgia 

CONTACT:  Division  of  Continuing  Education, 

(706)  721-3967  or  1-800-221-6437 
PROGRAM  FEE:  $TBS 

CME  CREDITS:  Approximately  10  hours,  AMA 
Category  1 


Sunday  - Tuesday  March  23-25, 1997 

Charleston,  SC:  Francis  Marion  Hotel 
Seventh  Charleston  Pulmonary  & Critical  Care 
Symposium 

SPONSOR:  Medical  University  of  S.C. 

BRIEF  DESCRIPTION:  Clinically-based  update  on 
pulmonary  and  critical  care  medicine 
TYPE  OF  AUDIENCE:  pulmonologists,  internists, 
and  nurses 

CONTACT:  Odessa  Ussery;  (803)  792-4071 
FACULTY:  Guest  & MUSC  Faculty 
PROGRAM  FEE:  $325  for  physicians,  $175  for 
residents,  nurses,  and  allied  health  professionals 
CME  CREDITS:  11.5  hours,  AMA  Category  1 

Wednesday  March  26, 1997 

Columbia,  SC:  James  F.  Byrnes  Center  for  Geri- 
atric Medicine,  Education,  and  Research 
Journal  Club:  Update  in  Denistry  as  it  Pertains  to 
Geriat.ics 

SPONSOR:  James  F.  Byrnes  Center  for  Geriatric 
Medicine,  Education,  and  Research 
BRIEF  DESCRIPTION:  To  discuss  current 
geriatrics  articles 

TYPE  OF  AUDIENCE:  Physicians,  medical 
students,  and  residents  of  all  specialties 
CONTACT:  N.  David  List,  MD;  (803)  734-0812 
FACULTY:  Michael  Rabkin,  DDS 
CME  CREDITS:  1 hour,  AMA  Category  1 


The  South  Carolina  Medical  Association’s 

Annual  Meeting  and  Scientific 
Assembly 
May  1 - 4, 1997 


Charleston  Place  Hotel 
Charleston,  South  Carolina 


SCMA  Workshop: 
Virtual  Reality  & Informatics 

SCMA  Plenary  Session: 
Infectious  Diseases 

What’s  New  In  . . . 

Travel  Medicine 
Management  of  Impotence 
Adult  Day  Care 
Top  Ten  New  Drugs 
Pain  Management 
Pediatric  Vaccines 
Physician  Extenders 
Management  of  Diabetes 
Endo-V oscular  Techniques 
Cardiac  Arrhythmia 
Depression 

Adolescent  Medicine! Drug  Addiction 

Specialty  Society  Sessions 
and  much  more! 


CME  COMMITTEE 

James  L.  Haynes,  MD,  CHAIRMAN,  2 Richland  Medical  Park,  Suite  402,  Columbia  29203 
Stoney  A.  Abercrombie,  MD,VICE  CHAIRMAN,  160  Academy  Avenue,  Greenwood  29646 
Marion  C.  Anderson,  MD,  MUSC,  171  Ashley  Avenue,  Charleston  29425 
Charles  M.  Collins,  MD,  204  E.  Cheves  Street,  Florence  29506 
Sami  B.  Elhassani,  MD,  100  Willow  Lane,  Spartanburg  29  o 17-1343 
Roger  A.  Gaddy,  MD,  P.O.  Box  29,  Winnsboro  29180 
David  H.  Lamb,  MD,  169-C  Medical  Circle,  West  Columbia  29169 
William  Mills,  MD,  1400  Highway  544,  Conway  29526 
Terry  A.  Payton,  MD,  105  Wexhurst  Road,  Columbia  29212 
Lucius  Pressley,  Jr.,  MD,  P.O.  Box  202,  Columbia  29202 
William  M.  Simpson,  Jr.,  MD,  171  Ashley  Avenue,  Charleston  29425 
Spence  Taylor,  MD,  GHS,  701  Grove  Road,  Greenville  29605 


PHYSICIANS  FAMILY  SUPPORT 


Because  physicians  are  dedicated  to  helping  others,  it  is  often  extremely  difficult  for  them  to 
ask  for  help  for  themselves,  or  even  to  admit  to  themselves  that  they  might  need  help.  Society 
expects  doctors  to  have  all  the  answers  and  be  able  to  solve  all  problems.  This  unrealistic  expec- 
tation affects  not  only  the  doctor,  but  spills  over  into  the  “medical  family”  as  well.  All  families 
experience  difficulties  from  time  to  time,  but  the  medical  family  often  struggles  to  give  itself  per- 
mission to  be  less  than  perfect.  In  medical  families,  all  too  often,  the  perceived  need  to  “keep  up 
appearances,”  tragically  overshadows  an  urgent  need  to  get  help. 

Help — confidential,  comfortable,  and  for  a number  of  difficulties — is  readily  accessible  to 
physicians  and  their  families  through  the  Physicians  Family  Support  Committee.  This  special 
alliance  committee  parallels  the  SCMA  Physicians  Advocacy  and  Assistance  Committee  (PAAC) 
and,  in  many  ways,  the  two  work  hand  in  glove.  One  easy,  confidential  phone  call  (1-800-327- 
1021,  ext.  232)  to  Cathy  Boland  at  SCMA  Headquarters  can  put  any  S.  C.  physician  or  his/her 
spouse  in  touch  with  someone  who  can  help.  There  is  no  need  to  struggle  alone  or  suffer  in 
silence. 

Problems  come  in  various  shapes  and  sizes — alcoholism,  drug  addiction,  mental  illness,  aging 
and  senility,  abuse,  grief,  long-term  illness,  malpractice  suits,  marital  and  family  problems.  The 
purpose  of  our  committee  is  to  provide  help  and  support  to  families  experiencing  these  problems. 

Take,  for  example,  the  seldom  talked  about,  but  all  too  common,  problem  of  chemical  depen- 
dency— a problem  faced  by  physician  families  much  more  often  than  anyone  would  care  to 
acknowledge.  The  very  idea  of  getting  help  seems  completely  out  of  the  question  (“No  one  can 
know,”  “I’d  lose  my  job,”  “Td  lose  my  license,”  “I  have  too  much  at  stake,”  etc.).  Yet  many  S.  C. 
physicians  have  gotten  help,  are  in  recovery,  do  have  successful  practices,  and  their  families  have 
weathered  the  experience.  This  has  been  possible,  at  least  in  part,  because  of  support  from  the 
Physicians  Advocacy  and  Assistance  Committee  and  the  Family  Support  Committee.  The  state  is 
divided  into  regional  teams  so  that  peers  provide  support  for  the  physician.  The  PAAC  can  advise 
and  assist  in  matters  relating  to  treatment,  licensure,  malpractice,  finances,  legal  issues,  managed 
care  contracts  and  other  job  and  practice  issues.  Additionally,  the  Family  Support  Committee 
provides  speakers  for  medical  society,  alliance  or  family  practice  group  meetings. 

If  you,  a family  member,  colleague,  or  friend,  are  struggling  with  a painful  problem  or  have 
questions  about  impairment,  please  call  for  information.  We  all  need  help  from  time  to  time  and 
medical  families  are  no  exception.  We  know  that  the  first  step,  asking  for  help,  is  the  toughest. 
We  try  to  make  it  as  easy  as  possible,  while  taking  care  to  protect  your  confidentiality. 


Linda  Brown  Kaye  Borgstedt  and  Barbara  Clark 

Physicians  Family  Support  Chairperson  PAAC  Appointees 


December  1996 
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Medical  Software  and  Services 


fox  m eadows 

software 


LIMITED 


Lease  for  $200  a month  for  one  terminal  and 
$50  for  additional  terminal  users.  No  up  front 
license  fees  and  only  a 90  day  contract. 


• Is  your  current  software  or  hardware  contract  about  to  expire  ? 

• When  you  offer  product  suggestions,  need  new  reports,  need  capitation 
or  managed  care  statistics,  is  your  vendor  interested  in  responding  ? 

• Are  you  using  the  power  of  personal  computers  as  work  stations  ? 

• Are  you  opening  a new  practice  or  other  office  locations  ? 

• Are  you  permitted  to  add  other  software  products  to  your  system  ? 


Features 

Conversion  of  your  Current  Data 
Capitation  and  Managed  Care  support 
Available  for  Windows,  Windows/95  and  DOS 
Elect.  Claims,  Statements,  Imaging  and  Graphical  Interface 
Dr.  and  O/M  access  Account  Summaries  with  a single  button 
Network  support  for  Novell,  LANtastic,  Windows/NT,  Windows/95 
Chart  Notes  that  use  Point  and  Click  Decision  Tree  with  Templates 
Document  Management  support  with  Interface  to  Word  Processors 
Appointment  Scheduler  supports  multiple  Physicians  and  Large  Clinics 
Year  2000  ready,  Relational  Database  Design,  On  Site  Training  and  Support 
Medical  Records  that  provide  enough  information  to  avoid  pulling  File  Folders 

Primary  Diagnostic  History, 

Vital  Signs,  Laboratory  Requests  and  Results, 

Medications,  Allergies,  Reactions,  Immunization  Records 
* Medical  Records  are  encrypted  after  45  days  to  protect  from  tampering  * 


FMS  is  more  than  a traditional  Accounts  Receivable  billing  system. 
Physicians  and  nurses  will  find  the  medical  records  captured  and  the 
accessibility  of  this  information  invaluable  for  Patient  care  today  and 
in  the  future.  Allow  us  the  chance  to  show  you  our  product  and  meet 
to  discuss  your  needs.  You  are  welcome  to  call  or  visit  one  of  our 
customer’s  office. 


For  additional  information  please  call  ( 800  ) 754-7213  or  ( 803  ) 754-4290. 


The  AMA's  Board  Chair  and  General  Counsel  discuss  how 
revised  antitrust  guidelines  will  benefit  physicians 


Kirk  Johnson,  JD  and  Nancy  Dickey,  MD 


What  are  the  major  reforms 
in  the  new  antitrust  policy 
statements? 

Dr.  Dickey:  The  AMA  was  able  to 
: win  three  major  concessions.  First, 
j the  FTC  and  Justice  Department 
have  agreed  to  evaluate  physician 
networks  on  a case-by-case  basis 
instead  of  automatically  ruling 
them  “per  se”  illegal.  Second,  the 
restrictions  on  percentages  of 
participating  physicians  have  been 
relaxed,  and  third,  the  enforcement 
agencies  have  indicated  a willing- 
ness to  take  a cooperative  tone  in 
reviewing  physician  networks. 

How  will  physicians  benefit 
from  the  new  antitrust 
guidelines? 

Mr.  Johnson:  The  FTC  and  Justice 
Department  have  now  written  into 
their  formal  policies  a test  that 
physicians  and  their  lawyers  can 
rely  upon.  If  you’re  in  a competitive 
market,  and  you  meet  minimal  joint 
venture  requirements,  you  are 
unlikely  to  run  into  antitrust 
problems. 

i We  will  use  these  new  policy 
\ statements  to  defend  physicians 
and  physician  groups  in  this  very 
competitive  marketplace.  They  are 
a green  light,  rather  than  the  red 


light,  or  the  yellow  caution  light 
we  have  had  for  so  long.  Antitrust 
concerns  will  no  longer  be  an 
obstacle  to  starting  a network. 


“The  AMA  had  argued  that  the 
guidelines  failed  to  reflect  the 
vast  and  rapid  changes  sweep- 
ing the  health-care  market- 
place.” 

The  Wall  Street  Journal 
August  29, 1996. 


What  role  did  the  Federation 
play  in  bringing  about  these 
important  reforms? 

Dr.  Dickey:  There’s  no  doubt  that 
this  achievement,  like  so  many  of 
our  accomplishments  in  the  last 
couple  of  years,  came  about 
because  of  the  huge  role  played  by 
the  Federation.  It  was  their 
grassroots  communications  with 
their  Congressmen  and  Senators 
that  allowed  the  AMA  to  get  the 
Hyde  Bill  out  of  the  House  Judiciary 
Committee  and  build  a wall  of 
support.  Over  100,000  physicians, 
coordinated  by  the  AMA’s  D.C. 
office,  lodged  their  views  consis- 
tently and  relentlessly.  We  never 
could  have  done  it  without  them. 


Do  you  now  expect  more 
physicians  to  form  networks  of 
their  own? 

Dr.  Dickey:  I hope  so.  We  as  an 
organization  need  to  be  sure  that 
we  aggressively  get  the  word  out  to 
those  physicians  who  may  have 
been  sitting  on  the  fence  that  now 
is  the  time  to  move  forward  and  the 
AMA  will  be  there  to  support  them 
as  they  take  the  first  steps. 

How  do  you  respond  to  critics 
who  charge  that  the  revised 
policy  statements  will  promote 
anticompetitive  behavior? 

Dr.  Dickey:  It  all  comes  down  to  the 
importance  of  a competitive 
marketplace.  By  definition,  physi- 
cian networks  exist  in  communities 
that  have  other  competitors  in  the 
marketplace.  If  the  physicians 
attempted  to  establish  an 
anticompetitive  fee  schedule,  the 
managed  care  organization  would 
simply  contract  with  a different 
network,  or  put  together  its  own 
group  of  physicians. 

Mr.  Johnson:  Everybody  gains  when 
physician  networks  are  encouraged. 
Patients  gain,  physicians  gain,  and 
overall  we  think  the  quality  of  care 
will  be  better,  more  efficient  too. 

Is  passage  of  the  Hyde  Antitrust 
Reform  Bill  still  necessary? 

Dr.  Dickey:  We  owe  Cong.  Hyde  (R- 
IL),  and  all  of  those  who  supported 
H.R  2925,  an  immense  debt  of 
gratitude.  There’s  no  doubt  in  my 
mind  that  without  this  legislation, 
the  antitrust  reforms  simply  would 
not  have  happened.  We  will  not 
continue  to  pursue  passage  of  the 
Hyde  Bill  with  the  same  energy 
because  we  have  already  achieved 
the  steps  we  felt  were  absolutely 
imperative  with  these  regulatory 
changes. 

Interview  by  Wendy  Sue  Morphew 
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<A&  the  holiday  approach,  ™ 

on  the  warmth  and  cheer,  the  peace  and  joy  of  the 
season.  Inevitably  our  thoughts  lead  to  memories  of 
loved  ones— the  friends  and  family  members  we  wish 
to  remember  in  a meaningful  way. 


Lights  For  Hospice  gives  us  the  opportunity  to  honor  or  remember  someone  special  while  supporting  hospice 
services  for  terminally  ill  patients  and  their  families.  With  a donation  of  #15  or  more,  you  will  be  giving  a gift 
that  gives  twice. 


Hospice  is  a program  that  allows  terminally  ill  patients  to  receive  care  in  the  comfort  of  their  own  homes 
during  their  last  months  and  days.  Since  1979,  Hospice  IlomeCare  Resources  has  been  providing  these 
sendees  based  on  need,  not  ability  to  pay.  Because  no  one  is  denied  hospice  care  due  to  inability  to  pay,  on- 
going  financial  support  from  the  community  helps  to  ensure  this  program  will  be  available  to  residents  in  our 
20-countv  sendee  area.  4 


We  at  Hospice  HomeCare  Resources  extend  our  appreciation  for  your 
generous  gifts.  May  the  thoughts  and  memories  of  your  loved  ones 
bum  brightly. 


EIHQIPICE 

HomeCare  Resources 


Contributions  will  be  accepted  through  December  31. 


An  affiliate  of  Baptist  Healthcare 
System  of  South  Carolina 


CAUTION:  CHILDREN  NOT  AT  PLAY 

Once,  children  spent  their  time  running  and  playing.  Today,  they’re  more  likely  to  be  found 
in  front  of  the  TV!  Encourage  children  to  be  more  active.  Fighting  heart  disease  may  be  as 
simple  as  child’s  play.  To  learn  more,  contact  your  nearest  American  Heart  Association. 
You  can  help  prevent  heart  disease  and  stroke.  We  can  tell  you  how. 

American  Heart  Association  0 

This  space  provided  as  a public  service  ©1992.  American  Heart  Association 


ENDOCRINOLOGY,  FAMILY  PRAC- 
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rienced practitioners  and  graduating  resi- 
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Achieve  financial  success  in  a non-competi- 
tive environment  while  enjoying  a superior 
quality  of  life.  Contact  Dr.  Chermol,  The 
Regional  Medical  Center,  at  (800)  866-6045. 

FAMILY  PRACTICE/PRIMARY  CARE: 

Practice  opportunities  in  South  Carolina  for 
experienced  practitioners  on  a full-time  or 
part-time  basis.  If  you  are  looking  for  a little 
extra  “butter  and  egg”  money,  we  have  short- 
term placement.  When  you  are  considering 
making  a a change  in  your  job  status,  we 
would  be  honored  to  discreetly  represent  you. 
Jennie  Ware  Family  Medical  Services,  Inc., 
provides  the  highest  quality  provisional  con- 
tract medial  services  to:  family  practices, 
clincis/urgent  care  centers,  hospital  systems, 
nursing  homes  and  assisted  living  centers, 
multidisciplinary  groups  or  networks.  We  are 
located  in  Greenville,  SC.  For  more  informa- 
tion, call  toll-free  (888)  593-6737  or  visit  our 


web  site  http:Xwww.jennieware.com. 

WANTED:  PRIMARY  CARE  PRAC- 
TICES: UCI  MEDICAL  AFFILIATES, 
INC.,  - DOCTOR’S  CARE,  PA  is  currently 
expanding  in  South  Carolina!  Seeking  Prima- 
ry Care  medical  practices  for  merger/acquisi- 
tion. Would  also  consider  specialty  practices. 
Please  direct  CVs,  correspondence  to  UCI 
Medical  Affiliates,  Inc.  (dba  Doctor’s  Care, 
PA),  1901  Main  Street,  Suite  1200,  Mail  Code 
1105,  Columbia,  SC  29201,  Attn:  Practice 
Acquisitions. 

STAFF  PHYSICIAN  TO  JOIN  OUR 
FAMILY  HEALTH  CARE  CENTER 
SERVING  A MAJOR  MANUFACTURER 
IN  ORANGEBURG,  SC.  One  hour  from 
Atlantic  Coast.  BC/BE  FP  physician  with 
interest/experience  in  occupational,  urgent, 
primary  care  and  preventive  medicine.  40  hr. 
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time-off,  malpractice  insurance  and  minimal 
on-call  duties.  Call  Connie  Graze!,  800-331- 
7122,  ext.  157.  FAX  CV  to  (610)  667-5559. 
Liberty  Healthcare  Corporation,  (87)  Suite 
820,  401  City  Ave.,  Bala  Cynwyd,  PA  19004. 
EOE. 
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Thornton  & Thome  give  the  medical  community  soihething  to  think  about  this  month. 


Matters  of  Interest 
to  South  Carolina 
Physicians . yy 
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• Lowest  premium 

• Quality  Product 

• Excellent  Financial  Ratings 
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990 


Monthly  premiums  for  45  year  old  physician  in  best  occupation  class.  $5,000 
monthly  benefit  with  90  day  waiting  period  with  benefits  payable  to  age  65 
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Monthly  premiums  for  45  year  old  physician  in  best  occupation  class.  $5,000  monthly 
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Views  expressed  herein  are  those  of  the  authors  only  and  in  no  way  represent  the  SCMA.  We  do  not  give  tax  advice.  Only  your 
attorney  and  accountant  are  qualified  to  do  so. 


Carolina  Physicians 
Advisory  Service 


Billy  M.  Thornton 
John  T.  Thorne 


Sewing  the  members  of  the  South  Carolina  Medical  Community. 

P.O.  Box  688  - Columbia,  SC  29202  • (803)  254-0002  • Fax  (803)  765-2403 


1 -800-742-3669 


WITHIN  YOUR  REACH  - 

LUXAR'S  SuperPulsed  C02  Laser 

PRICED  to  move  you  into  the  Laser  Age 

DESIGNED  to  make  you  comfortable  once  you  're  there. 

Let  us  show  you  how  to  CROW  and  EXPAND  your  practice! 


“Good  morning,  Doctor.  You 
have  several  laser  procedures 
scheduled  this  morning.  ” 


“You  know,  our  practice 
has  really  grown,  using  our 
LUXAR  Laser!  ’’ 


The  brightest  minds  in  laser  medicine 

“T“ 


Get  the  competitive  edge  in  the  rising  field 
of  laser  surgery  today. 

Call  (800)  338-5352  and  ask  for  an  m- 
office  demonstration  at  your  convenience 

Respond  before  January  10,  1997  and 
you’ll  be  entered  in  a drawing  to: 

WIN  A FREE 

19”  MAGNA  VOX  TV/VCR 

for  your  home  or  office. 

CALL  TOD  A YU! 


NOW , Using  LUXAR's  new>  C02  Surgical  Laser, 


Family  Practice,  Internists,  Ophthalmologists,  General  Surgeons,  Podiatrists, 
and  Gastroenterologists  can  anticipate  a shortened  procedure  with  less  post- 
operative discomfort,  risk  of  complications,  and  a more  comfortable  healing 
course.  The  characteristics  of  laser  energy  induce  hemostasis,  minimize  edema, 
and  reduce  the  need  for  both  anesthesia  and  sutures.  Now  treating  in-office: 


=>  Mole  Removal/Skin  Tags/Lesions 

=>  Basal/Squamous  Cell  Carcinomas 

=>  Warts/Condyloma 
=>  Cosmetic  Skin  Resurfacing 
=>  Hemorrhoids/Fissures/Fistulas 
=>  Blepharoplasty/Endoscopic  Brow  Lift 
Plantar  Warts/Nail  Fungus 
=>  Keloid  Reduction/Spider  Veins 
=>  LAUP  (Laser  Assisted  Uvulopalatoplasty) 


Actinic  Keratosis 
Chelitis 

Rlnnophyma  Reduction 
Hemangioma 
Telangiectasia  Removal 
Debridement  officers 
Ingrown  Toenails 
Neoplasms 

Xanthalasma  Removal 


and  many  other  reimbursable  procedures!!! 


1 


19204  North  Creek  Pkwy 
Bothell.  W A 98011-  8009 
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Of  An  Operation 
That'll  Make 
You  Feel  Batter 


As  an  Air  Force  Reserve  physician, 
you'll  experience  all  the  rewards  of 
providing  care.  And  then  some. 

Because  as  part  of  our  nation's  vital 
defense  team,  you'll  help  protect 
the  strength  and  pride  of  America. 

In  the  Air  Force  Reserve,  you'll  feel 
the  excitement  a change  of  pace 
brings  as  you  gain  the  prestige  of 
military  rank  and  the  privilege  of 
working  with  some  of  the  world's 
best  medical  professionals.  And, 
you  can  update  your  knowledge 
through  the  Air  Force  Reserve's 
wide  selection  of  continuing  edu- 
cational opportunities. 

With  our  new,  flexible  schedule 
programs,  it's  never  been  easier  to 
give  something  back  to  your 
country. 

The  Air  Force  Reserve.  It's  a great 
way  to  serve. 


Call:  (803)566-4910 

Or  write  To: 

MSGT  KIM  DRAPER 
AFRRCS/RSHS 
105  Arthur  Dr,  RM  112 
Charleston  AFB,  SC  294044823 
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AIR  FORCE  RESERVE 

, A GREAT  W£{  TO  SERVE 


